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GENERAL OPERATING 


SCANLAN-MORRIS GENERAL OPERATING TABLE—Table top, of polished 
stainless steel superimposed over welded angle iron frame, is made in 
four main sections—head rest, back, seat and leg extension sections. Total 
length with foot and head pieces extended, 83 inches. Pedestal is of 
telescoping type, with pedal-controlled oil pump—raises and lowers 
from 31 inches to 41 inches in all operating positions. Table top may 
be tilted laterally, 12 degrees to either side. Ask for catalog 710-F. 


DELIVERY-OBSTETRICAL 


SCANLAN-MORRIS DELIVERY AND OBSTETRICAL TABLE—Possesses 
the compactness and simplicity of a one-piece delivery table while 
extendible leg section feature provides advantages of a two-piece table, 
permitting use as a labor bed as well as a delivery and operating table. Top 
sections, of welded angle iron ‘construction, equipped with comfortable 
3-inch pads. Top raises and lowers through 9-inch range and may 
be tilted to Trendelenburg positions. Ask for catalog sheet 710-J. 


EYE, EAR, NOSE, THROAT 


NESBIT OPERATING TABLE AND CHAIR—For eye, ear, nose and throat 
work, and for use in general examination, treatment and operation, this 
table provides all necessary positions, easily secured by simple and durable 
mechanism. Has telescoping pedestai with oil pump, controlled by single 
hand lever for rotating, elevating and lowering. Back and leg sections of 
welded angle iron covered with lead-coated sheet steel; seat section of 
gray iron casting. Easily adjustable to Trendelenburg, gynecic and chair 
positions and correct position for tonsillectomy. Ask for catalog sheet 710-H. 


FRACTURE X-RAY— ORTHOPEDIC 


HAWLEY-SCANLAN FRACTURE X-RAY AND ORTHOPEDIC TABLE—This 
table, of exceptional utility and simplicity of adjustment, permits use of 
the X-ray and the fluoroscope in the reduction and treatment of fractures 
without the necessity of moving patient back and forth from an X-ray 
table to an orthopedic table. Designed for use with mobile type of 
shockproof X-ray unit. Profusely illustrated 24-page booklet describes 
the many facilities of this table. Write for “Hawley-Scanlan” booklet. 





THE OHIO CHEMICAL & MFG. CO. 
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“SCANLAN-MORRIS” TABLES 
for ALL Hospital Kegucrements 














GENERAL OFFICES: 60 EAST 42nd STREET 
NEW YORK 17, NEW YORK 
SALES OFFICES IN PRINCIPAL CITIES 


In Canada: Oxygen Company of Canada Limited, Montreal and Toronto 
Inter ti ly by Airco Export Corporation 
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The Ohio Chemical & Mfg. Co., 60 East 42nd St., New York 17, N. Y. 
Send complete information: [] Scanlan-Morris A4000 Operating Table 
0 Scanian-Morris Delivery and Obstetrical Table 

0 Nesbit Operating Table and Chair 

(0 Hawley-Scanlan Fracture X-Ray and Orthopedic Table 














ELORD-BREAK IN Bain of Patients.. 


What Does It Do To Your Laundry? 










Under trying conditions of recent years, the nation’s hospitals 
have been caring for more people than ever before. This record-break- 
ing number of patients naturally strains capacity of every hospital de- 
partment. 


The laundry, upon which all other departments depend for 
proper functioning, is especially burdened. It has had to meet increased 
demands from every department; has had to operate far beyond planned 
capacity. That’s why hospital executives should check the laundry 





NOW ...determine whether present equipment and methods are pro- 
ducing the increased volume efficiently, at lowest cost. 


EMERGENCY 





ROOMS ‘ 
Our Laundry Advisor will gladly make a thorough survey of 


your laundry and report his findings to you. Write us today. 






Modern NURSES’ UNIFORM PRESS UNIT 
for completely machine-finishing uniforms at a 
high rate of speed. 


CINCINNATI 





12, OHIO 


DINING ROOMS 
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M. Burneice Larson, Director 


Somewhere — in an austerely fur- 
nished room, echoing with the cease- 
less din of big city traffic, sits an 
RN with a leaden heart. She hadn’t 
meant the glorious adventure to be 
like this. The work is wonderful . . . 
the other nurses are nice . . . but 
she won’t ever feel close to them. 
In a city, she can’t breathe ... 


And somewhere — in an austerely 
furnished room, echoing with the 
ceaseless din of katydids and crick- 
ets... or just terribly, terribly 
quiet (sound effects seasonal!) sits 
another RN— also with heart of 
lead. She is thoroughly discouraged 
with her career. The work is won- 
derful . . . the people are kind to 
her .. . but what can she do when 
she isn’t working! In a small town, 
she feels stifled . . . 


Obviously, a slight rearrangement 
of RN’s in this case would con- 
tribute greatly to everyone’s hap- 
piness. 


When we know the reasons you are 
unhappy in a nursing appointment 
you have decided to leave, it helps 
us to make certain that the same 
conditions are not duplicated in our 
recommendations to you. If you 
have not sent for the analysis sheet 
and are considering re-locating, we 
hope you will do so at once. There 
is an abundance of unusually fine 
opportunities in ai! parts of the 
country—and too, outside Conti- 
nental United States—for RN’s 
who are available now . . . or later. 
All correspondence, of course, is 
strictly confidential. 


The 
MEDICAL BUREAU 


‘THIRTY-SECOND FLOOR 
PALMOLIVE BUILDING 
CHICAGO 11, ILL. 











HIS IS WRITTEN two days after 
die close of the best attended, 
most fruitful convention ever held 
by our organization. With all the 
many thoughts of a crowded week, 
one stands out in my mind more 
than any of the others. It is this: 
When I came 
into the hos- 
pital field 
more than a 
score of years 
ago I soon 
sensed that 
one could not 
make much 
money in this 


field; but it 


could pro- 
duce many valuable friendships. 

Because friends are to be valued 
far above money, I think that we 
in hospital administration are the 
highest paid people in the world. 

I was greatly impressed this year 
by the earnestness of those who at- 
tended. Conventions are generally 
considered as events at which one 
can have a “good” time. (Note the 
quotation marks.) I’ve had lots of 
fun at some that I’ve attended. But 
the tone of the forty-eighth conven- 
tion was one of serious attention. 
We were a large group of troubled 
people, getting comfort out of be- 
ing together and learning from 
each other what I hope will be 
answers to at least some of our dif- 
ficulties. 

kk 


I wonder how many realize how 
much the many council and com- 
mittee members contribute in time 
and intelligence each year to the 
total of hospital progress. Their 
work, coupled with that of what I 


consider the best organization sal- 
aried staff, makes the American 
Hospital Association what it is to- 
day. The work performed by a 
council chairman during the year 
means much to all hospitals, even 
though many of you might not 
know who he is without consulting 
the back of an Association letter- 
head. 

OF course, I’ll admit that being 
president is a tough, time-consum- 
ing job. I have watched the three 
past presidents at work while | 
served on the Board of ‘Trustees. 
Therefore, I have had three years 
of what might be called indoctrina- 
tion, (I’ve been wanting to use that 
word all week). Peter Ward had 
but one year in training before be- 
coming president. He has made a 
record and set a pace for me which 
will be difficult for me to match, 
even with three times the training 
period. And I lack his gracious 
manner and his patience. ‘This col- 
umn should appear at the end of 
this issue under “Help Wanted.” 

I’m told that my comments each 
month are subject to a censor’s blue 
pencil only if I tell a certain variety 
of stories. Nothing was mentioned 
about poetry. I don’t know whether 
or not to indulge. One can kill 
space quickly that way. But I keep 
recalling the remark of one of those 
valued friends to the effect that the 
chief reason for putting me in the 
job was to keep me so darned busy 
I wouldn’t have time to write any- 
more poems. We'll see. 
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One of my chief worries conceri\s 
Blue Cross. It was mentioned that 
voluntary insurance is at the cross- 
roads. Do not let it be the blue 
crossroads. ‘The phenomenal growth 
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in Pediatric 


Suture research enhances 
outcome of delicate surgical 
procedures 


Since the operative margin of safety is narrower in 
children than in adults, meticulous and prompt 
hemostasis and careful manipulation of tissues are 
imperative. Curity fine gauge ligatures and sutures, 
which effect minimal tissue trauma and interfere 
least with wound healing, offer greater security. 


Curity Catgut Satisfies Needs 


Curity Catgut meets the demands of pediatric 
surgery with these characteristics: average func- 
tional (wet) tensile strength well above U.S.P. 
standards for dry strength; uniform, dependable 
absorption achieved through rigid laboratory con- 
trol of chromicization, and accurate gauging to 
assure uniformity without sacrifice of strength. 
Curity Sutures offer an extra margin of safety. 


Curity Suture Laboratories 


ae Etec 


Division of The Kendall Company, Chicago 16 
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urity Catgut a Safety Factor 
Surgery 








Surgery in Infants and Children 


Infants and Children Withstand 
Trauma Poorly 


“In infancy and childhood, the body is far from 
static. It is changing rapidly in proportions and 
form, physiologic processes are at the height of 
their activity, metabolism is rapid, and the growth 
of organs and the evolution of systems is in the 
ascendancy. The body is in a state of unstable 
equilibrium when disease, accident, or malforma- 
tion has a proportionately greater effect than 
in later life.” 


*Coe, H. E.: Relation of Growth and Development to ~ 
Pediatric Surgery. Rocky Mountain M. J. 39: 838-839 
(December), 1942. 





FREE to surgeons and hospitals on request 


Individually bound, complete bibliography and 
extracts (eighth of a series on wound healing) 
covering the literature, 1935-45, on Surgery in 
Infants and Children. Previous subjects: Pro- 
tein; Diabetes; Geriatrics; Jaundice; Anemia; 
Obesity; Acidosis, Alkalosis and Water Imbal- 
ance. Others to follow. Write Dept. E-11. 








ORDER 
THROUGH | 
YOUR 4g 8 
DEALER . 


REG.U.S. PAT.OFF. 


SUTURES 











of the plans should be answer 
to any legislator as to whether 
or not Americans or Canadians 
want compulsion. While we de- 
serve to receive payments compar- 
able to those received from other 
patients in the middle classes, we 
must also realize that the plans are 
in a position similar to that of 
many suppliers today who are 
promising deliveries of things they 
cannot deliver— Blue Cross has 
grown much faster than the hos- 


pitals’ ability to provide service. 
When we think of our problems let 
us also think of theirs, what Blue 
Cross has meant to us over the de- 
pression years and will mean to us 
over the long future. 


xk 


By this time most of you will 
have read the stand of our Associa- 
tion concerning wage payments to 
employees. I am sure that you will 
all agree that this is a logical stand 
for a national organization to take. 
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The “Main” Thing In Maintenance 


The floors in hospitals are clean, sanitary and safe, where 
Hillyard Floor Treatments and Maintenance Materials are 


used. In addition to these factors is 
the preservation of their floors and 
a saving on the cost of labor and 


maintenance. 


* 


Wages are our greatest problem 
The 40 hour week is an importan 
part of that problem. If we are to 
meet demands someone has to pa\ 
That is always true in any ente) 
prise. People seeem to complain o/ 
high costs of medical care mor 
than they do when other costs ar 
raised. Maybe it’s because illness is 
usually unexpected. Other things 
are not. 

Some of us feel that the public 
will take these increases with bette 
grace if we do not add to the prices 
of rooms and _ particular services, 
but instead post notices to the el- 
fect somewhat as follows: “Our 
labor and supply costs have in- 
creased (say) 40 per cent over the 
past year. In an effort to meet at 
least part of this increased expense 
there will be added to every bill 
for services a surcharge of (say) 
10 per cent (or more).” 

A small percentage increase will 
look more favorable because every- 
one knows the much larger per- 
centage increase in living costs 
generally. 
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There is nothing I would want 
more than to attend all the state 
meetings. However, I do have to 
manage a busy hospital—with the 
same problems all of you have— 
and so there will probably be some 
invitations I will have to decline 
regretfully. I know that our presi- 
dent-elect, Graham Davis, will bat 
for me on occasions. It is comfort- 
ing to know that I can count on 





No matter what type of floors you 
may have in your hospital . . . Hill- 
yards have Treatments and Main- 
tenance Materials that protect their 
surface. Call or wire us today for 
the Hillyard Floor Treatment Engi- 
neer in your locality, he will gladly 
give advice on eliminating any floor 
treatment, maintenance or sanitation 


problem. 
* 


Send for the Free NEW Hillyard 
“Floor Job Specifications,” full of 
real information on proper Floor 
Maintenance and Sanitation. Write 


for your FREE copy today. 


THE HILLYARD CO 


slip in a bit of doggerel. 
ieeeDISTRIBUTORS HILLYARD CHEMICAL CO,... ST. JOSEPH. MO.... 


370 Turk St., San Francisco, Calif. — 1947 Broadway, New York, N. Y. 
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that. Graham is exceptionally well 
qualified for this activity, as all of 
you know. And George Bugbee will 
continue to get around as usual. He 
can always give you information 
right from the feed box. But I'll do 
the best I can. My hospital seems to 
run beautifully while I’m away. 















Floor Treatment and Maintenance 
JOB SPECIFICATIONS 





This leaves me with only eleven 
more deadlines to meet. When that 
last one comes along I know I shal! 
write it with regret. I also know 
that then I shall know more of you 
better and, therefore, I shall be 
much richer. In the meantime don’t 
be too hard on me if I happen to 


THE 
HILLYARD COMPANY 


erreur 
WHLLYARD CHEMICAL COMPANY 
ST 208K. essOURD 
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/1. SURVEY YOUR NEEDS 


A call to Hoffman will speedily bring a competent 
engineer who will assist in all details of laundry planning. 


2. ESTABLISH LINEN CONTROL SYSTEMS 


Your Hoffman contact assures you a source of 
authoritative information based on wide experience 
with modern practice in this field. 


~ 3. PROVIDE MODERN LAUNDRY LAYOUT 


Hoffman laundry layouts provide minimum 
handling, and a smooth forward flow of work 
that assures real operating economy. 


4, FURNISH QUALITY EQUIPMENT 


Hoffman performance standards are well known. 
Our post-war equipment includes unique machines 
especially designed for the hospital laundry. 


“S§, FOLLOW THROUGH WITH MAINTENANCE 


Hoffman further backs its machinery with a 
maintenance program that includes comprehensive 
instruction manuals, parts and service. 
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COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 























... on the Most Suitable 
School Background for 
Education of Paid Aides. 








The Question—As the demand for their services increase, do you 


believe paid nurse aides should be trained by regular schools of 


nursing or by some other type of school? 


AN AREA-WIDE TRAINING CENTER 


SINCE THE PROBLEMS of operating 
a school for paid nurse aides in- 
volve countless delicate situations 
with student nurses in a hospital 
already containing a school of nurs- 
ing, it seems to me that a happier 
solution would be the training of 
such paid aides separately. The dem- 
onstration by the Household Nurs- 
ing Association of Boston, which 
was forced to terminate its program 
because of the competition of war 
wages, would tend to prove how 
competent such a training could be 
by a school that had no _ physical 
connections with a hospital. By 
teaching the theory in classrooms 
separated from hospitals and then 
affiliating students with general hos- 
pitals or chronic and convalescent 
types, a thoroughgoing training pe- 
riod of from nine months to a year 
and a half could be carried out. 
Meticulous care of course must be 
paid to the selection of a faculty 
that will clearly define at all stages 
of instruction the lines of demarca- 
tion between the work performed 
by the registered nurse and that 
performed by the nurse aide. By the 
segregation of such trainees em- 
barrassing differences that would 
arise in training them in a hospital 
conducting a regular school of nurs- 
ing will be avoided. Feelings of 
“caste,” residential problems, com- 
plications with social and recrea- 
tional facilities and programs, over- 
lapping instructional difficulties 


conducted side by side with student 
nurses would be obviated. Variances 
of educational backgrounds, age 
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ranges and professional standards 
will not be so accentuated to the 
complete detriment of the morale of 
the aide and the inevitable creation 
of inferior and injured feelings. In 
this manner also there will be avoid- 
ance of complicated teaching sched- 
ules. 


A centralized school to which all 
hospitals could send trainee recruits 
would insure standardized and uni- 
form educational programs and 
bedside instruction. This would 
eliminate a wide variety of train- 
ing courses inevitable within a state 
where twenty or thirty different 
hospitals decide on completely dif- 
ferent programs and courses with 
varying lengths of instruction. 


To handle the delicate situation 
arising from training contacts, it is 
my opinion that one or two excel- 
lently organized schools for aides 
might well be set up within a state, 
independent of any hospital, but 
serving all hospitals according to 
statistical needs. Such schools might 
be sponsored by state hospital asso- 
ciations and recruitment conducted 
by such an agency in the interests of 
all hospitals requesting such em- 
ployees. Allocation, so far as _per- 
sonal desires of the aides permit, 
could be made on a basis of the 
needs of individual hospitals. By the 
establishment of separate schools 
for training aides, uniform stand- 
ards and accreditations could be 
insured in shortest possible time.— 
Paul J. Spencer, director, Lowell 
(Mass.) General Hospital. 











CENTRAL INSTRUCTION 
—HOSPITAL TRAINING 


THE NEED FOR THE PRACTICAL 
NuRSE and her place in nursing 
service for the community have 
been recognized and defined. She is 
a person prepared for her job which 
is the care of subacute convalescent 
and chronically ill patients in hos- 
pitals and patient’s homes, working 
with and under the supervision of 
the registered professional nurse or 
licensed physician. 

If we are to use two types of 
nurses—the professional nurse and 
the practical nurse—it is best to be- 
gin giving this worker the title “prac- 
tical nurse” rather than “nurse’s 
aide.” Its acceptance by the na- 
tional nursing organizations and by 
the U. S. Office of Education is a 
first and important step toward re- 
solving the confusion that exists 
everywhere about the person who 
gives nursing care yet is not a pro- 
fessional nurse. 

The organization of practical 
nursing schools tends to follow one 
of three patterns: (a) the school 
supported by a private agency, such 
as the Y. W. C. A., (b) the hos- 
pital-supported school, and (c) the 
school partially supported by voca- 
tional education funds, with the 
pre-clinical teaching given in the 
last year of high school or the funds 
being used to assist a hospital school 
in providing well equipped class- 
rooms and instructors. 

A practical nursing school within 
a hospital which also maintains a 
professional nursing school poses 
very practical questions. The hos- 
pital must be able to offer two sets 
of classrooms, equipment and _ in- 
structors, for practical nurse in- 
struction is carried on for a full 
class day, five days a week. The 
period of training is shorter but 
adequate facilities and fulltime in- 
structors must be available for class- 
room teaching and practice, and for 
supervision and classes during the 
ward experience. 

The most forward-looking plans 
for practical nurse training include 
the development of central schools. 
in which practical nurses would re- 
ceive their instruction, using sur- 
rounding hospital facilities for the 
clinical experience period. The ap- 
parent advantages are significant— 
a stronger faculty, a better equipped 
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For Equipment that Excels = 
Soccefy “AMERICAN” Pr 7eti. he more senstactory operation on 


maintenance of your CENTRAL STERILE SUPPLY, 
SURGICAL SUPPLY and OPERATING ROOM SERVICES. 


A. DRESSING and 

| INSTRUMENT STERILIZERS ... 
precision equipment of functional de- 
pendability. SMALL INSTRUMENT 
STERILIZERS in portable and cabinet 
models featuring “burn-out-proof” 
safety. 


INSTRUMENT and | 
UTENSIL STERILIZERS .. . 


which provide for complete utilization of 
available power and automatic control of rate 
of heating. EXCESS VAPOR REGULATOR 
eliminates losses usually sustained through 
wasteful creation and disposal of steam. 









BULK STERILIZERS ... 


a product of wartime engineering efficiency. 
Unexcelled for disinfection of dry surgical 
supplies, mattresses, bedding, etc. 


A complete line of Sterilizers, 
Autoclaves and Stills for every 
hospital need. 














“AMERICAN” OPERATING TABLES 


Model 1075—Offering outstanding advantages in precise surgical posturing, this 
superior Table is designed to facilitate unprecedented accessibility and conven- 
ience for the surgeon in the many postures of the surgical catagory. 

This Table features Head End Control which enables the anesthetist—while 
remaining seated—to precisely select the proper table position to correspond with 
the anatomical posture called for by the operating surgeon. Exclusive innovations 
also include Indicator Dial and Position Selector Control which eliminate delay 
and confusion in establishing the precise surgical posture desired ... and with 

no interference with the surgical team. 


“American” presents a complete line of Major and Minor 
Operating Tables, Obstetrical and Fracture Tables. 


| NEPHRECTOMY 











The “AMERICAN” postwar LUMINAIRE 


A unique combination of Track and Offset Mounting is exclusively featured to 
provide for height adjustment over the operative site, and for complete flexibility 
of illumination from any desired angle in the vertical and horizontal planes. 

Additional engineering highlights include CHOICE OF LIGHT INTEN- 
SITIES before or during operation * UNSURPASSED SHADOW REDUCTION 
¢ DIAGNOSTIC COLOR CONTROL ¢ SCIENTIFIC HEAT CONTROL ® 
HEAD END and DUAL CONTROL. 





A complete line of Major and Minor Surgical Lights are 
available ... ceiling suspended and portable ty pes. 





REQUEST OUR REPRESENTATIVE TO CALL 
or write today for descriptive literature 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 
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teaching center and improved nurs- 
ing service in our smaller hospitals. 
—Hilda M. Torrop, president, Na- 
tional Association for Practical 
Nurse Education. 


JUNIOR COLLEGE WITH 
HOSPITAL AFFILIATION 


IN MAY 1944, in a paper present- 
ed before the Tri-State Hospital 
Assembly, the writer strongly urged 
the immediate institution, within 
our hospitals, of training courses to 
supply replacements for volunteer 
nurse aides, against the day when 
they would feel the acute need for 
their services had subsided. 

It would appear that with the 
present difficulties which most 
schools of nursing are encounter- 
ing in registering their normal 
quota of entrants, the established 
schools should embark on a_ pro- 
gram of training attendants as a 
means of utilizing their teaching 
facilities. to the maximum, and at 
the same time supplying the need 
for additional trained help. 

Such a plan might be feasible if 
the courses for the proper training 
of the attendants, that is, nursing 
procedures, ethics, general house- 
keeping, personal hygiene, materia 
medica, bacteriology, medical, sur- 
gical, tuberculosis, maternal and 
infant nursing, anatomy, physiology 
and nutrition could all be coordi- 
nated with courses given the basic 
students in the regular school of 
nursing. 

Such a coordination, however, 
does not appear feasible due to the 
difference in the length and _ in- 
tensity of such courses which each 
of the two groups would require. 
It would also seem that having reg- 
ular nursing students and student 
attendants on the hospital divisions 
at the same time would create con- 
fusion and breed class distinction. 
The writer would therefore advo- 
cate the preparation of the trained 
attendants in hospitals having no 
schools of nursing, or in junior col- 
leges which could arrange a hospital 
afhliation for the practical training 
period. 

Fairmont Hospital, the chronic 
and convalescent unit of the Ala- 
meda County Hospitals, has con- 
ducted a very successful training 
school for attendants since 1929. 
Since its inception, 362 young 
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women have been granted certifi- 
cates signifying satisfactory com- 
pletion of the required curriculum, 
which is made up of 206 hours of 
formal instruction in the above 
enumerated subjects. 

The course is of 13 months’ dura- 
tion and the time outside classes is 
spent in gaining practical experi- 
ence on the hospital divisions, 40 
hours of combined class and _prac- 
tical instruction constituting a 
week. The students receive full 
maintenance and, after the first 
month, a $20 stipend. No tuition 
fee is charged. 

Inasmuch as the regular school 
of nursing of the county institutions 
is at Highland Hospital, the acute 
unit of the county system, the above 
mentioned objections have not been 
encountered.-G. O. Whitecotton, 
M.D., medical director, Highland 
Alameda County Hospital, Oak- 
land, Calif. 


IN HOSPITAL WITHOUT 
SCHOOL OF NURSING 


Tue status of the paid nurse aide 
is receiving considerable attention 
as the program of nursing is being 
re-organized. When considering ade- 
quate nursing care for the commu- 
nity, we are confronted with two 
factors: (1) What is best for the 
community? (2) What is best for 
professional nursing? 

In planning for community needs 
we need to plan a two-way program. 
For the professional nurse the pro- 
gram should develop the knowledge 
and social viewpoints which come 
through a liberal education; the 
program for the paid nurse aide 
should be limited to technical train- 
ing. I believe it is the responsibility 
of professional nursing to delete 
from the curriculum the non-pro- 
fessional and repetitive activities 
which should be performed entire- 
ly by the paid nurse aide. I do not 
believe that the two levels of “‘train- 
ing” necessary for such a program 
should be set up within the same 
school. It seems to me that such a 
program would add confusion to 
the status of both groups. It is still 
true that in many instances sweep- 
ing changes are due if we expect to 
make the school of nursing a truly 
educational institution. Many so- 
called schools of nursing are even 
at present offering a semi-educa- 








tional—or, may I say, near technica! 
type of training. I believe the pro 
gram for the paid nurse aide shoul! 
be carried on in the hospital which 
is not equipped to offer the liberal 
educational curriculum in nursing. 


Let us continue to organize 
planned programs for the paid 
nurse aide, but let us separate this 
program from the hospital with the 
professional nursing program. The 
paid nurse aide should have the 
advantage of securing her training 
in a well-organized institution un- 
der the direction of competent 
graduate nurses. 


F %Selieve the program should be 
the cesult of the combined thinking 
of hospital and nursing leaders, 
physicians and civic leaders and 
educators, but I also believe that 
the planning and execution should 
be in the hands of professional 
nursing.—Edna E. Peterson, director 
of nursing, the Jewish Hospital of 
St. Louis, Mo. 


INDEPENDENT SCHOOL 
WITH AFFILIATION 


SCHOOLS FOR NURSE AIDES (prac- 
tical nurses) should be established 
as an independent unit with the 
same status as similar schools now 
in existence for nurse aides. ‘The 
purpose of the course is to provide 
within a comparatively short time 
a well prepared aide, thoroughly 
trained in certain skills to assist 
with nursing care. 


Since the work is of a non-profes- 
sional and a semi-professional na- 
ture, it seems logical that for the 
present the course should be con- 
ducted by a hospital or a school of 
nursing where the nurse aide school 
would function according to sound 
educational principles, rather than 
as a part of a hospital’s service pro- 
gram. The course of study should 
be administered by a qualified nurs- 
ing and technical staff and should 
include adequate experience and 
supervision. 


Favorable consideration should 
be given to such a vocational school, 
if the organization provided an in- 
dependent school under the direc- 
tion of a qualified staff, with pro- 
vision for adequate hospital afhilia- 
tion.—Gerhard Hartman, superin- 
tendent, State University of Iowa 
Hospitals, Iowa City. 
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HOSPITAL TRUSTEES 


about to embark on a 
building program 


1. DON’T set up a building program 
before having a complete critical anal- 
ysis made of existing facilities, includ- 
ing all departments. KNOW definitely 
whether your present building or build- 
ings can be integrated satisfactorily 
into a building plan, or whether it 
would be desirable to scrap them and 
start with a new correctly designed 
building program. 


2. DON’T forget that the execution of 
accepted technique depends to a con- 
siderable degree upon the quantity, 
quality and proper installation of me- 
chanical equipment; therefore, insist 
upon the best grade of piping for water, 
gas and steam lines; plenty of cabinets 
built flush with walls, and hardware 
specially designed for hospital use. The 
same caution applies to general and 
emergency lighting, plumbing fixtures, 
signal devices and flooring — all of 
which should have the careful scrutiny 
of the one entrusted with the final re- 
sponsibility for planning. 


3. DON’T put off a contemplated pro- 
gram from day to day for a period of 
months and then expect consultant and 
architect to turn out plans in two or 
three weeks. It takes many months to 
evolve first-class functional layouts. 
Haste is the parent of waste in hospital 
planning. 


If you would like to find out how 
our organization can help you, we 
suggest you write us. 





Charles Edward Remy, M.D., Director 
Fellow American Psychiatric Association 
Charter Fellow American College of 
Hospital Administrators 


Floyd A. Blashfield, A iate Direct 
Member American Association 
of Engineers 


Hospital 
(Contes 


(Not Incorporated) 
OFFICE OF WILLIAM HENRY WALSH, M.D. 


612 N. Michigan Ave. 
Chicago 11, Ill. 
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eadquarters 





Request Check-up 
Of Mailing List 


Institutional members receive 
many Association publications. In 
mailing these, an addressograph 
plate list is used which addresses 
material to the hospital administra- 
tor. From time to time headquarters 
receives criticism that the material 
is not reaching the proper person in 
the hospital. 

To avoid such confusion, each 
hospital is asked to check the mail- 
ing list of material under its institu- 
tional membership and advise Asso- 
ciation headquarters promptly if 
mailing is not addressed to the 
proper individual. Often material 
sent from the Association should be 
forwarded to a department head or 
to the hospital library. 

Administrators are urged to see 
that mailings from the Association 
are channeled to the right person 
in the hospital so that they may ‘be 
of greatest value. 


Union Booklet Is 
Available to Members 


“Facing a Union Drive,” a 50- 
page booklet published by the Re- 
search Institute of America, 292 
Madison Avenue, New York 17, is 


available to members who wish to 
order it at a cost price of 75 cents 
a copy. The Association subscribes 
to the services of the Institute and 
is thus able to offer this publication 
to its membership. 


The booklet, which was published 
in September 1946, has chapters 
on the following subjects: Will your 
employees be unionized? your basic 
approach; avoiding Wagner Act 
penalties; protect against unauthor- 
ized acts of foremen; legal limits on 
union activity; what to do before 
the union comes; foremen’s status 
in labor relations; “company” 
unions are no answer; your policy 
when union demands recognition; 
your rights in an NLRB election; 
how to handle jurisdictional dis- 
putes, and checklists for employers. 


Plan Institute 
Program for 1947 


In line with increasing interest 
in institutes as valuable depart- 
mental training programs, the Asso- 
ciation is planning an extensive in- 
stitute program for the coming year. 
Since institutes appear to afford the 
best possible department head train- 
ing currently available, it is con- 
sidered fitting that this action 
should be taken. 

Characteristic of the enthusiastic 





MEDICAL RECORDS: Dallas, Texas 


A CALENDAR OF ASSOCIATION INSTITUTES 


A calendar of forthcoming Association institutes including dates, places and 
eligibility rules follows. Each institute is limited in attendance and persons 
completing each institute will be awarded a certificate. 


December 2-6 











*Eligible: Medical record librarians, other pemens working in medical record departments and 
administrators. Registrants must be A.A.M.R.L. members, or personal members of the American 
Hospital Association or be ploy p 

ciation. For information address: Council on Professional 
18 East Division St., Chicago 10. 


DIETETICS: Chicago December 2-6 


**Eligible: Administrators, assistant administrators and dietitians who are personal members of 
the American Hospital Association or employed by hospitals having institutional membership in 
the Association; university and college instructors in institution management: 





hospital — institutional membership in the Asso- 
ractice, American Hospital Association, 





For information address: 


i on Professional Practice, American Hospital Association, 18 East Division Street, Chi- 

cago 10. 

ote Gillam, Dietary Consultant, American Hospital Association, 18 East Division Street, 
hicago 
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ith Cal-C-Tose in the kitchen, the hospital dietitian will find it 
easy to reinforce the sie diet with supplementary vitamins. Patients like Cal-C-Tose both 
as a refreshing cold milkshake and as a delicious “hot chocolate.” Cal-C-Tose supplies 
generous amounts of vitamins A, B;, Bz, C and D in a palatable form that appeals fo just 
; about every hospital patient. Serve it as a between-meals snack or a mealtime beverage, 
especially in liquid or restricted diets. Cal-C-Tose can be easily and quickly prepared for a 


large number of patients without burdening the kitchen. Available in 12-0z and 5-lb containers. 


HOFFMANN: LA ROCHE, INC. « ROCHE PARK » NUTLEY 10, NEW JERSEY 
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response granted institutes in the 
past is the following letter from 
Florence E. King, member of the 
Association’s Board of Trustees and 
administrator of Jewish Hospital, 
St. Louis: 

“Our pharmacist came back .. . 
thrilled to the core after attending 
the Institute on Hospital Pharmacy, 
and our chief accountant was equal- 
ly enthusiastic when she returned 
from the Institute on Theory and 
Practice of Cost Analysis in Hos- 
pitals. Everything was . . . well- 
planned, according to their reports, 
and so very worthwhile.” 

Also deserving of praise, in Miss 
King’s estimation, is the Associa- 
tion’s index of hospital literature. 


She continues in the same letter, 
“While I am throwing bouquets, 
let me tell you how fine I think the 
‘Index of Current Hospital Litera- 
ture’ is. I find myself referring to 
it frequently and being so thank- 
ful that I do not have to wade 
through the index of each hospital 
journal.” 


Smithsonian Exhibit 
Gets Final Approval 


The Goldwater memorial com- 
mittee has granted final approval on 
material for the Goldwater Memo- 
rial exhibit at the Smithsonian Insti- 
tution. The 96 photographic trans- 
parencies depicting hospital service 











arbors 


All the Therapeutic Value of Tar in an 
Odorless, Greaseless, Non-Staining, 
Non-Soiling, Vanishing-Type Cream. 


When secondary infection is not present, Tar- 
bonis remains the method of choice for the 
treatment of the many skin lesions known to 
respond to tar. It provides 5% highly active 
liquor carbonis detergens, together with men- 
thol and lanolin, in a greaseless, odorless, 
stainless vanishing cream base. Specifically 
indicated in eczema (including the infantile 
and atopic varieties), occupational dermatoses, 
folliculitis, intertrigo, ulcers, contact derma- 
titis, ulcus hypostaticum. Available in 2%-, 


8-oz., 1-lb. and 6-lb. jars. 








THE TARBONIS COMPANY 


4300 EUCLID AVENUE 








CLEVELAND 3, OHIO 


Sub-larcbontts 


A Rational Combination, Effective in 
Many Heretofore Intractable Skin Conditions 


Sul-Tarbonis combines the well-established therapeutic 
efficacy of Tarbonis (Liquor Carbonis Detergens 5%) 
with the proven antibacterial actions of sulfathiazole 
(5%). It thus provides a rational effective means of 
treating impetigo contagiosa, chronic infectious eczema- 
toid dermatitis, infected varicose and other chronic 
ulcers, infected tinea corporis and pedis, pyoderma, and 
all other ty 
sized by 


s of infected cutaneous lesions. As empha- 


enney et al. (J.A.M.A. 117:1415 (Oct. 25] 
1941), this combination of sulfathiazole and liquor car- 
bonis detergens (in ointment form) combats not only 
the underlying dermatologic lesion but the secondary 
infection as well. Supplied in 2%-ounce jars. 


Physicians are invited to send for literature and clinical samples. 





will be installed at an early date. 

Dedicated to the memory of Dr. 
S. S. Goldwater, past president of 
the Association, the display includes 
enlarged photographs illustrating 
hospital purpose, methods and ac- 
complishments. The exhibit will be 
altered from time to time to assure 
contemporary accuracy as the health 
responsibilities of the hospital in- 
crease. 

Copies of the pictures will be 
added to the Association’s photo- 
graphic file at headquarters and will 
be available upon request to the 
public relations department, 18 East 
Division Street, Chicago 10. 


Staff Members 
Attend Meetings 


Members of the headquarters 
staff frequently are invited to attend 
annual conventions and meetings. 
Very often, because of growing in- 
terest in the Association, they are 
asked to help plan programs and 
lead and participate in discussions. 

The next meeting to have a stafl 
member in attendance will be the 
annual convention of the American 
Public Health Association in Cleve- 
land, November 12-14. Dr. Hugo V. 
Hullerman, secretary of the Council 
on Professional Practice, will meet 
with the convention’s merit system 
unit. 

Margaret Gillam, dietary consult- 
ant of the Association, participated 
last month in the American Dietetic 
Association convention in Cincin- 
nati, serving on a special committee 
making a study of class instruction 
for approved student dietitian train- 
ing courses in hospitals. 


Three Offices Have 


Change of Address 


The offices of the College of Hos- 
pital Administrators and the medi- 
cal record librarians, formerly in 
the headquarters building, now are 
located next door at 22 East Di- 
vision Street. The staff formerly 
known as the Commission on Hos- 
pital Care, now members of the 
Association’s states assistance pro- 
gram for hospital study groups, 
have moved out of the building 
adjoining headquarters and are now 
of the 18 East Division Street ad- 
dress. 
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HOSPITALS Can START the Day 


AN 


OSPITAL EXECUTIVES TODAY are 
H faced with many questions be- 
cause the average hospital with its 
years of traditions, prejudices and 
customs cannot be changed quickly. 
Techniques in every hospital de- 
partment have changed greatly and 
equipment and tools have been ad- 
vanced and improved, yet we still 
carry on many of the old customs 
and traditions. 

One of these long-standing cus- 
toms, no doubt originally brought 
about by necessity, has been the 
awakening of the patient at 5 A.M. 
to have his face washed, teeth 
brushed and made ready for break- 
fast which was not served until 7 
o'clock. This procedure certainly 
did not add to the patient’s comfort 
and welfare, although he should re- 
ceive first consideration. 

The proposal to move the break- 
fast hour forward one hour was 
first tried on the medical floor in- 
volving approximately 100 patients. 
The experiment was conducted for 
a period of two weeks, and at the 
end of that period the different 
services involved were asked for 
their reactions. Remarked C. C. 
Sturgis, M.D., chairman of the de- 
partment of internal medicine: 

“Ever since I have been associ- 
ated with hospitals—now about 30 
years—I have thought that the plan 
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HOUR LATER 


A. C. KERLIKOWSKE, M.D., FACHA 
DIRECTOR, UNIVERSITY HOSPITAL 
ANN ARBOR, MICHIGAN 


of awakening patients so early in 
the morning was ill-advised. When 
a patient is admitted to a hospital, 
his whole plan of life is altered 
without any very good reason, so 
far as I can see. Patients are ex- 
pected to go to bed about g o'clock, 
which is certainly not the normal 
hour for sleeping and then they are 
awakened very early in the morn- 
ing. 

“When you suggested that the 
nurse come on duty at a later hour, 
it met with my very hearty approv- 
al. I am glad you tried the experi- 
ment on my ward because I have 
kept it under observation and can 
testify that as far as the professional 
care of the patients is concerned, it 
does not interfere in the slightest. 
In general, I am most enthusiastic 
about the change in the hours and 
I hope you will gradually extend 
it over the entire hospital.” 

The schedule for the entire hos- 
pital was changed on July 8 of this 
year. Mable MacLachlan, director 
of dietetics and housekeeping, re- 
ported: 

“Everyone is very enthusiastic 
about having the later breakfast 
hour. The ward dietitians’ day 
starts at 7 o’clock in the morning 


instead of quarter past six and this 
shortens the span for all who work 
on a split shift. The diet maids also 
start an hour later and the house- 
keeping maids and porters start at 
8 o'clock in the morning. The dieti- 
tians are all pleased with the 8 
o'clock breakfast. A few patients 
have commented that the interval 
between meals seems short, but they 
enjoy the additional hour of sleep 
in the morning. Everyone adjusted 
to the new schedule very quickly 
and there were no major changes 
in organization.” 

There was excellent cooperation 
from the nursing department ip 
this change as evidenced by the re- 
marks of Rhodda F. Reddig, di- 
rector of nurses and professor of 
nursing. She says: 

“The reactions to our change in 
the hospital day from the tradition- 
al 7 o'clock hour to 8 o’clock in the 
morning have been very favorable. 
The patients have not been awak- 
ened as early in the morning pre- 
vious to their breakfast time and it 
is indicated that they have ex- 
pressed real approval. In doing this 
we had to redefine the function of 
the night nurse in the various areas 
in the hospital and change the time 
for doing various duties. The pa- 
tients, too, have enjoyed their 
breakfast at a later hour which has 
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conformed to their living program 
at home. 

“The personnel have received 
advantages in this change also. It 
is felt that the hours of work for 
all members of the personnel can 
more easily be arranged on a con- 
tinuous basis than heretofore. 
Strangely enough, it has been ob- 
served that people have been more 
prompt in coming to work. We 
have been able to arrange continu- 
ous time on duty for student nurses 
around their class time which has 
made their schedule more attrac- 
tive. In arranging time on duty 
over the 24 hour basis we have 
given recognition to the change in 
shifts in that report-giving is count- 
ed as time on duty so that there 
is an overlapping of time in which 
such responsibilities may be met. 

“The evening nurses, who now 
work until midnight, feel that they 
now have a longer free time period 
during the day and the night nurses 
feel that they have more of the 
evening to themselves when they 
arrive on duty at a later hour. In 
the over-all picture, it is indicated 
that we may be able to obtain more 
qualified, well-prepared persons to 
assume positions of responsibility 
in the daytime hours, as it will be 
feasible to arrange their program 
in a more attractive manner and 
they will not have to arise at 6 
o’clock in the morning for the rest 
of their professional lives.” 

In a change of this type affecting 
the entire hospital, there are some 
departments that cannot be adjust- 
ed immediately to the new pro- 
gram. The hours for the persons 
connected with the operating rooms 
remain the same, so that the operat- 
ing schedule will begin at 8 A.M. as 
in the past. To enable us to retain 
our former schedule, it is our plan 
to have a night force in the operat- 
ing room do some of the work that 
is now being done by the help that 
comes on at 7 A.M. In making this 
change, we hope to be able to have 
nurses and nurses’ aides in the 
operating room begin their day at 
8 A.M. 

We had been operating on the 
new schedule a little over two 
months when these reports were 
made. While it may be too brief a 
period to draw all the necessary 
conclusions, we feel that no one 
wishes to revert to the old order. 
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New York Hospital: 


OBJECTIONS MELT 


‘THE BREAKFAST Hour in the nurs- 
es’ residence at New York Hospital 
had been 6:25 A.M. for staff nurses 
and nursing students who were as- 
signed to the early morning shift. 
These nurses went on duty at 7 A.M. 
That was the time decided upon 
when the nurses’ residence opened 
along with the rest of the hospital 
some 14 years ago and there had 
been no thought of a change. Of 
the 400 nurses who were served be- 
tween 6:25 and 8:30 A.M., about 
200 came in the first shift. 


In the early stages of the war 
years waitress service had given way 
to cafeteria service since waitresses 
were scarce and high priced. The 
general shortage of personnel was 
reflected in the 13 positions re- 
quired by the department of nutri- 
tion even after the cafeteria service 
had lessened the number of em- 
ployees required to handle the 
breakfasts. Counter girls particular- 
ly were not satisfied to continue on 
so early a schedule. Living out 
meant getting up at 5 A.M. or 
earlier for some of them. For some 
time nurses and student nurses 


MURRAY SARGENT 
DIRECTOR, NEW YORK 
HOSPITAL, NEW YORK CITY 


helped out but it was not their job 
and it delayed them in reaching 
their own assignments. 

Finally, when it became apparent 
that the labor situation was not im- 
proving, the nutrition department 
—with the backing of the nursing 
department—urged that the break- 
fast hour be changed from 6:25 to 
7 A.M. This seemed like a serious 
threat to the operating room sched- 
ules. It meant moving the first 





_ Operations forward one-half hour 


and unless a half hour were added 
at the end of the day, how could 
we keep up to an already over- 
crowded schedule of operations? 
Some of the nurses hinted that the 
surgeons were not always prompt 
in getting under way, so that the 
delay might be more theoretical 
than real, at least in actual time 
lost. 

It was difficult for the medical 
staff to rationalize a move which 
might be said to affect seriously 
the entire hospital, since breakfast 
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hours for patients might also re- 
quire adjustment merely to accom- 
modate a few employees. Thus, on 
first consideration, it was decided 
to make no change and get along 
as best we could. 

Several months went by and the 
vacation season began. Even in the 
few months that had intervened, 
it was quite evident that the gen- 
eral trend towards shorter and 
more favorable hours had made 
headway. The proposal to set the 
breakfast hour forward was dis- 
cussed again. and this time it was 
decided to make the change in 
spite of some protests and reserva- 
tions. Our breakfast period now is 
7 A.M. tO 9 A.M. 

It is somewhat early to reach a 


Wesley Memorial Hospital: 


final conclusion, but thus far the 
change has not been catastrophic in 
any sense. To quote a member of 
the nursing department: “The 
many objections we had _ before 
starting this plan seem to have 
evaporated.” In the nutrition de- 
partment we have been able to 
maintain the required staff more 
readily than on the old schedule. 
As far as the nursing department 
is concerned, the reaction has thus 
far been favorable, though we still 
have a waiting line at the cafeteria 
counter in the rush period in spite 
of serving an average of eight per- 
sons a minute. It is expected that 
the doctors will accept the revision 
as a contribution to improving 
working conditions. 


SO FAR SO GOOD 


HosPIrALs TODAY ARE confronted 
with the problem of maintaining 
adequate standards of nursing care 
despite continued shortages in nurs- 
ing personnel. During the war, 
necessity fortunately served to re- 
construct some of our traditional 
ways of thinking and doing, result- 
ing in use of many labor saving 
devices and redistribution of some 


HARRIET H. SMITH 


DIRECTOR OF NURSING, WESLEY 
MEMORIAL HOSPITAL, CHICAGO 


of the duties and procedures which 
had become a part of the nurse’s 
responsibilities. 

We found, to our surprise, that 
auxiliary workers could be trained 
in a comparatively short time to 
work very effectively and satisfac- 
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torily under supervision. They per- 
formed tasks which we would have 
and did loudly declare a few years 
ago could only be done by nurses. 
This experience demonstrated to us 
that nursing routines could be dis- 
turbed and revised without bring- 
ing down the whole structure of 
nursing care. 


At the present time we are aware 
also of a change in the thinking of 
nurses, in their attitude toward the 
institution, organization or person 
who employs them. They are con- 
scious of their just due as employees 
and, although willing to accept the 
inconveniences and strains which 
are involved in the unpredictable 
hazards of caring for the sick, are 
skeptical and inquisitive as to how 
far this need set them apart from 
their contemporaries. 


Length of working day and week, 
time off and arrangement of hours 
are important. One frequently 
hears administrators say, “We can- 
not give our nurses straight hours. 
We do not have enough nurses.” It 
is doubtful that they will ever have 
enough until they do give them 
straight hours. It is a vicious circle 
which needs to be broken before 
the pattern can change. 


Another practice in hospitals 
which smacks of dark ages, literally, 
is the idea that the day must be- 
gin at 7 A.M. That witching hour 
probably was the product of poor 
street lighting, inadequate trans- 
portation and the system of hous- 
ing all personnel on the premises. 
In the past 10 or 15 years, we have 
for the most part done away with 
all those features while still retain- 
ing the old starting time. There are 
many hospitals which have changed 
to a later hour. Several weeks ago 
Wesley Memorial Hospital in Chi- 
cago decided to make such a change. 
The proposed schedule was dis- 
cussed with supervisors, head nurses 
and other departments concerned. 


There seemed to be many argu- 
ments in its favor. The dietary de- 
partment was delighted with the 
suggestion and promptly delayed 
all meals served to patients by a 
half hour. The first breakfast now 
arrives at 7:45, the earliest supper 
at 4:50 in the evening which, good- 
ness knows, seems plenty early. The 
cafeteria for personnel opens at 
7 A.M. instead of 6:30 and late sup- 
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per is served from 11:30 P.M. to 
12:30 A.M. an hour later than pre- 
viously. Noon and evening meals 
remain the same. The cafeteria and 
dining room personnel can now 
come to work a half hour later than 
formerly. 

About half of our graduate nurses 
live at home and depend on early 
morning transportation. Most of 
them were pleased with the change 
which delayed their rising time by 
one hour. Some complain that it 
now brings them to work at the 
same time with other 8 a.m. work- 
ers and the street cars and buses 
are too crowded. The people on 
evening duty from 4 P.M. to mid- 
night like the extra hour in the 
afternoon. They find the time be- 
tween 11 and 12 on duty helps com- 
plete their evening duties and 
charting. 

Those living nearby do not no- 
tice the difference between going 
home after 11 or after 12. Some who 
have to catch the last bus at mid- 
night have to hurry through in 
order to catch it. The night nurses 
are very much pleased to have an 
extra hour in the evening which 
allows them to stay through a show 
and not leave in the middle of an 
evening party. This compensates 
for the extra work in the hour from 
7 to 8 a.m. when patients are be- 
ing prepared for x-ray, laboratory, 
operating room and special treat- 


ments. 


We still must have some people 
come on duty before 8 A.M. espe- 
cially on those units where there 
are several patients going to early 
surgery, where breakfast is served 
before 8 a.m. and where early treat- 
ments are numerous. The operating 
room still has to begin early to pre- 
pare for 8 A.M. cases. There is a 
night nurse on duty there, however, 
who takes care of much of the rou- 
tine preparation of equipment, sup- 
plies and rooms. 

The experiment has not been in 
operation long enough to report 


Roosevelt Hospital: 


thoroughly as to its success. If ii 
does nothing more, at least it has 
the merit of treating nurses on 4 
basis comparable with other young 
people who are self-supporting in 
other lines of work. At the samc 
time it involves no hardship to the 
patient. The curse of early face 
washing has fallen justly on hos- 
pitals for many years. It makes the 
nurse happier and above all it im- 
proves patient care because it tends 
to attract nurses to the hospital 
where it is in effect. 


NO TROUBLE AT ALL 


THERE IS NOTHING particularly 
startling to record in changing the 
hospital day to begin at 8 a.m. We 
instituted that procedure in Janu- 
ary 1942 and the only difficulty 
that we encountered was that the 
nurses, through habit, at first would 
wake the patients earlier than they 
should have. 

By starting the hospital day at 
8 A.M. we found that the nurses, 
particularly all the special duty 
nurses, had their breakfast before 
coming to the hospital. They were 
more than pleased with the arrange- 
ment, the employees likewise. 

After two months’ experience we 





J. R. CLEMMONS, M.D.,FACHA 


EXECUTIVE VICE-PRESIDENT, ROOSEVELT 
HOSPITAL, NEW YORK CITY 


closed the employees’ cafeteria for 
breakfast. We now serve lunch 
there; two years ago we decided to 
close the employees’ cafeteria at 
dinner time and feed the few em- 
ployees who work the 4-12 P.M. 
shift in the main cafeteria. This 
meant opening the main cafeteria 
one hour earlier or at 4 P.M. 

This was done as a wartime meas- 
ure, but had so many desirable 
features that we have made it a 
permanent arrangement. 








TO THE COORDINATING COMMITTEE 





M. HASKINS COLEMAN JR. 





O. G. PRATT 


DONALD C. SMELZER, M.D. 


“HOSPITALS 















ec —_—_— FO oe — 2 oil 


oo — —- 


—=—-- |. wm 






Bs 








WHEN HIGHER PAY FAILS 


What Else May Be Done to 
Matntain Nursing Service? 


HE COST OF NURSING is up. Just 
4 peg the point, I may tell you 
that a recent study of a group of 
hospitals showed an average in- 
crease in nursing cost of 45 per cent 
since 1941.* Since this is an aver- 
age figure, it naturally follows that 
in some of these hospitals the per 
cent of increase was higher. In my 
hospital the increase in cash salary 
during this period was 78 per cent 
for general duty nurses and 67 per 
cent for head nurses. In 1943 salary 
and wages accounted for 48 per cent 
of total expenditures. Salary and 
wage outlay for the last fiscal year 
was 59 per cent of total expendi- 
tures and was 10 per cent more than 
the total hospital budget in 1943— 
just three years ago. 

Labor is still pressing for higher 
wages and getting them. This ad- 
vances cost and soon our employees 
find their salaries buying less. We 
pay them more or watch them go 
to more lucrative fields. Out of my 
experience, I should say we pay 
them more and watch them go to 
more lucrative fields. 

This, of course, makes it clear 
that salary schedules were not com- 
petitive to begin with. We entered 
this inflationary period as the low 
man on the totem pole. As we raised 
salaries, all other employers were 
doing likewise, so that our relative 
position did not necessarily im- 
prove. 

With working conditions often 
the least attractive among employ- 
ers of nurses, we are asked why hos- 
pitals should not pay premium sal- 
aries. I see no prospect that hospi- 
tals can do this in the foreseeable 
future, nor do I feel that this should 
be their first aim. Rather than 
struggle futilely to divert attention 
from poor working conditions by 


—_—— 


*Modern Hospital—June 1946, page 74. 
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bidding higher than the purse al- 
lows, can they not with better pros- 
pect of success first tackle working 
conditions and try to exploit more 
effectively the advantages they have? 
A stench is not really eradicated by 
applying something to outsmell it. 
It is better to clean house and start 
afresh. 

In any case there remains supply 
and demand which is still an effec- 
tive law. Many of us remember the 
early 30’s when nurses offered to 
work for maintenance only. De- 
mand now so outstrips supply that 
employers are, in effect, bidding 
against each other for that rarity 
we call a nurse. They will continue 
to do so as long as there exists a 
scarcity market. The rate of student 
enrollment in schools of nursing 
offers little immediate encourage- 
ment that the ratio of employable 
nurses to employment opportuni- 
ties will soon change favorably. 
This has strong economic implica- 
tions and will doubtless lead to 
even larger salary outlays per unit 
of nursing service. 

The question is: How can we 
meet this increased and increasing 
cost? As trite as it is, we need to 
remind ourselves that every dollar 
not misspent is a dollar which can 
be expended productively. As costs 
outreach revenues, every dollar be- 
comes more important and every 
expenditure should be examined 
critically and responsibly. This ar- 
ticle then becomes an article on 
conservation. 

In one of our magazines a survey 
report quoted the following sen- 
tence as a typical observation: “We 
are trying not to raise rates again 
if we can help it, but that would 





be the only possible way for another 
salary increase to be authorized.” 

With some reservations I take is- 
sue with this statement. While ac- 
knowledging that further significant 
salary increases must in all prob- 
ability be reflected in billings to pa- 
tients or petitions to government, I 
am convinced that there are other 
measures which are prerequisite in 
most hospitals to further salary in- 
creases. These measures, even if car- 
ried out effectively, may not in 
themselves obviate the necessity of 
rate advances, but they will mate- 
rially affect the amount of increase 
required. It becomes then a matter 
of degree. 

Degree is important in hospital 
adjustment of rates. Hospital costs 
are already too high, not so much 
because the value isn’t there as be- 
cause charges that are burdensome 
to most and impoverishing to some 
are inconsonant with the purposes 
and spirit of a public servant. 

Surely the first question which 
comes to mind as we grapple with 
the economics of nursing cost is 
the measure of return on the invest- 
ment. Is it maximum? In nursing 
there is much that is menial, much 
that is repetitive, much that re- 
quires no skill beyond the reach of 
any prudent and interested person. 
If this were not so, fewer of us 
would have survived infancy. 

The time has come when it is 
necessary to relieve the nurse of 
much of this service routine. The 
nurse must never be above perform- 
ing the most menial service; in her 
training she must acquire the “know 
how,” but as her profession ad- 
vances in responsibilities and she in 
her profession, she acquires a value 
and in time commands a compensa- 


From an address given by Mr. Hudgens 
at the annual convention of the American 
— Association in Philadelphia, Sep- 
tember 30-October 3, 1946. 
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tion for that value which makes it 
uneconomic for hospitals to use her 
at less than her highest skill. 


Were we not troubled during the 
time of physician shortage to see 
highly skilled service doctors re- 
duced to clerkships? The govern- 
ment had the personnel, the tax 
power and credit to afford this 
luxury. Hospitals are not similarly 
placed. There are those who hold 
that only a nurse can nurse and that 
those things to which I refer are a 
part of nursing. This position is 
not easily refuted, if one can assume 
adequate resources of staff and 
money. Few hospitals can concede 
this assumption and necessity there- 
fore becomes the mother of impro- 
visation. 


Obviously, when nursing staffs 
are depleted, nurses cannot be used 
at their highest potential unless 
there is other personnel to bear a 
portion of the service load. If there 
are civilian hospitals which can 
pay the premium salaries now re- 
quired to attract enough profes- 
sional nurses to rule out a need 
for auxiliary personnel, I have no 
knowledge of them. If there are 
any, they are the exceptions which 
prove the rule by insuring a greater 
shortage elsewhere. Since there are 
not enough nurses, regardless of 
salary paid, to meet the national 
need, this auxiliary resource has to 
be developed if the public is to 
have hospital beds and a modicum 
of accompanying service. In devel- 
oping auxiliary service one must 
seek methods of greatest benefit to 
all interests. 


Licensed Practical Nurse 


In Virginia we thought it best to 
give a licensed status to the prac- 
tical nurse—a not too happy term 
—and thus recognize legally a two- 
level nursing service. Men and 
women over 18 who have complet- 
ed a period of not less than nine 
months of training for practical 
nursing under a program approved 
by the State Board of Examiners for 
Nurses, and who have passed the 
state board examinations, may re- 
ceive a license from the state. Train- 
ing currently is offered either en- 
tirely in hospitals approved by the 
board or in trade or high schools 
with hospital affiliation. My institu- 
tion elected to work with the trade 
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and high schools. After 13 to 15 
weeks in such schools, the students 
come to the hospital for 39 weeks 
and this will, we hope, affect us 
favorably both in staffing and in 
meeting the cost of a nursing serv- 
ice. The student receives a stipend 
while working and learning. 


This is our plan, but any or- 
ganized and justly devised plan of 
nurse aid training has economic 
advantages to students and _ hospi- 
tals alike. People thus trained be- 
come employable after finishing the 
course and at compensable rates 
less than the professional nurse can 
command—or at least, so it is in- 
tended. 


Volunteer Service 


It would be a grievous omission in 
a discussion of subsidiary personnel 
to forget the potentials of volunteer 
service. However much one may de- 
cry the. fact, war remains the great- 
est motivation to sacrificial service 
of which we have knowledge. As 
any one of us could have predicted, 
there was a perceptible lessening in 
volunteer hours immediately after 
V-J day. Fortunately, however, a 
goodly proportion of volunteers had 
become enamored of their work. 
Many had come to need the rich 
personal satisfaction that comes 
from a selfless contribution; but 
whatever the motives, they are the 
basis of a continuing service. Have 
administrators been sufficiently alert 
to this opportunity? 


During the war a staff of volun- 
teers could be had without much 
effort. To hold that staff or to re- 
cruit a new one now requires effort. 
A flame which had been spontane- 
ous will now need a bit of fanning. 
If the nucleus which remains is 
given proper direction, if awareness 
of need is consistently publicized, 
if good training is held out as an 
opportunity for the individual who 
will exchange service for it, if the 
prestige value of volunteer work in 
the hospital is carefully nurtured, 
if the volunteer is made to feel 
wanted and appreciated, there is 
good prospect that many hours of 
augmenting nursing service of high 
quality can be had for the asking 
—and_ thanking. 

It seems a sort of sacrilege to re- 
late this kind of service to cost con- 
siderations and to say blatantly 














that by using volunteers hospitals 
can receive help in a cost situation, 
but as community servants they so 
licit buildings, x-ray machines, lin- 
ens and money. Is personal service 
any different? 


Investment Returns 


There is yet another fascinating 
approach to this problem of releas- 
ing skilled personnel from diverting 
and unproductive procedures. Can 
we not borrow from industry a num- 
ber of pages on how to increase the 
return on payroll investment? Even 
today we buy many things more 
cheaply than we used to when 
manufacturers paid much less for 
labor and material. This results 
from mass production, mechaniza- 
tion and the technique of the as- 
sembly line. Can these methods be 
applied to hospital operation? In 
rebuttal, one might say: “Of course 
not. Service to a patient is a custom 
built job. We cannot devise a single 
pill for every ailment. It would be 
a little impractical to rig up an 
endless belt for dipping patients 
each morning in lieu of the daily 
bath. Ours is a personal service in- 
dividualized to meet the varying 
needs of every patient.” 


This is quite true, but it must 
not obscure the fact that with all 
of our modern equipment and gad- 
gets we must be doing many things 
the hard.and expensive way. Would 
it not pay us well to become more 
time and motion conscious? 

A few weeks ago Life magazine 
devoted some 11 pages to showing 
the housewife how better to elimi- 
nate drudgery and recover leisure 
time. Bed making was an example. 
Recalling the contortions into 
which I am routinely thrown by 
this chore, I was as pleased as any 
housewife to find a bed could be 
made by walking around it only 
once. By cutting biscuit dough into 
squares, said Life, it is not neces- 
sary to reroll the dough. When 
using the vacuum cleaner, carry the 
attachments in an apron designed 
to hold them and thus save steps 
and stooping. Eliminate all unnec- 
essary parts of a job. Keep every- 
thing within easy reach. Use the 
best tool for the job. Use both 
hands to work. Combine two jobs 
into one. And so on for 11 pages. 


Industry is keenly alert to this 
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concept. Are hospitals? How many 
steps, time and money could be 
saved if nurses could communicate 
with patients without having to 
walk the length of long corridors to 
learn the patient’s need and then 
retrace her steps to meet it? 

If hospitals have a common 
motto, it must be: “Draw up a 
form.” How much nursing time is 
laid on the altar of form worship? 
Does the patient pay the bill and 
the form get the service? If the 
form justifies its existence, can it 
not be relegated to a clerk? 

Nursing stations on different 
floors usually are unifrom in equip- 
ment and arrangement. Are items 
of equipment and supply uniformly 
placed and stored on these stations 
or does the nurse have to be re- 
oriented as she moves from floor 
to floor with a consequent loss of 
time and efficiency? 

Let me relate the saga of a torn 
operating jacket. On a Monday the 
surgeon took it from the rack, 
found it deficient, tossed it into 
the soiled linen hamper. On Tues- 
day the laundry restored it to fresh- 
ness. Wednesday a surgeon returned 
it to the hamper. Thursday the 
laundry, undaunted, rewashed it 
and this shuttle service was main- 
tained for some days more. It be- 
came positively fascinating until the 
chance snooper could bear it no 


longer and instituted remedial mas- 
ures. How much labor and material 
are wasted in needless procedures 
of this sort? 

There is no time for an exhaus- 
tive presentation of this subject. 
These are just random questions, 
the purport of which is to awaken 
an interest in analysis of time and 
motion and to suggest that once the 
staff is encouraged to seek and ef- 
fect a better way, money in amounts 
greater than we think can be saved 
for better purposes. We shall not 
find that one nurse can be in two 
places at one time. We might dis- 
cover that four could do the work 
of five, or at worst that the five 
would produce more service for the 
patient. 

I should like to mention very 
briefly one other possible resource 
at this time of acute want of nurs- 
ing staff. In an endeavor to respond 
to a pressing community need for 
beds, we have kept one private 
floor open for many months with- 
out a hospital nurse on it. It has 
been of no economic advantage to 
patients, but it has made available 
some 4,000 days of hospital service 
annually which otherwise would 
not have been possible. 

In summary then, I return to a 
sentence quoted earlier: “We are 
trying not to raise rates again if we 
can help it, but that would be the 


only possible way for another sal- 
ary increase to be authorized.” All 
else failing, rates to patients will 
have to be increased, but before 
failure is accepted, one acknowl- 
edges what is implicit in the trus- 
tee principle of community hos- 
pital management: 

THAT personnel, more now than 
ever before, must be used at its 
highest skill. 

Tuart this is possible at any level 
only insofar as subsidiary staff is 
developed to relieve the more high- 
ly trained. 

Tuat at a time when the buying 
power of dollars is constantly de- 
clining, the collection and disburse- 
ment of funds require relatively 
more efficiency and responsibility 
than when surpluses are accruing. 

THat when there is not the 
money with which to outbid all 
comers in a scarcity personnel mar- 
ket, an awareness of working con- 
ditions and good personnel policies 
becomes peculiarly important if 
hospitals expect to exploit to the 
fullest the advantages they have. 

Tuat by exercising some imagi- 
nation and judgment we can bor- 
row from industry some lessons in 
increased production with decreas- 
ing man hours and that these ap- 
proaches offer some encouragement 
in the hospital struggle with in- 
creased costs. 


WHY BLAME HOSPITALS 
For the Personnel Shortage? 


r MAY ALL be part of a general 
postwar hysteria, but it is diff- 
cult to fathom the present public 
attitude toward the shortage of per- 
sonnel in hospitals and of nurses 
in particular. 

This spring the serious shortage 
of staff attracted widespread _ press 
attention, especially when it became 
known that hospitals were being 
forced to close down whole wards 
despite waiting lists for admission. 
Then came the repercussions. Let- 
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_ From an article in the September 1946 
Issue of the Canadian Hospital. 
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ters to the press blaming the hospi- 
tals for present conditions appeared. 
While some have been reasonable 
and factually correct, most have 
been distinctly otherwise. Seldom 
have we seen such utter mis-state- 
ments and distortion of facts. As- 
sertions were made which might 
have been applicable in part to 
many hospitals before the war but 
which have little, if any, applica- 
tion today. Even editors and fea- 





ture writers, who should be more 
careful to verify their information, 
obviously take it for granted that 
hospitals work their nurses and 
others seven long days a week and 
pay starvation wages. 

We read of nurses having to 
“scrub floors”. In some 30 years of 
intimate contact with many hos- 
pitals, we have yet to see on this 
continent a nurse scrubbing floors; 
wiping up something from the floor, 
yes, but that is not scrubbing floors. 
These writers even go back to the 
Weir report, published some fifteen 





39 











years ago! This type of publicity 
would prevent anybody from seek- 
ing hospital work. From the re- 
peated emphasis that unionization 
is the answer, one strongly suspects 
the source of these statements. 


WHAT IS NOT SAID 


This negative publicity does not 
tell how hospitals have increased 
wages and nurses’ salaries time and 
again during the war—and since; or 
how they have reduced hours, im- 
proved the schedule of shifts and 
_ added to holiday time. In writing of 
remuneration, such correspondents 
fail almost invariably to add in the 
board, laundry, room and other 
emoluments provided. Estimated at 
only $25 to $35 for income tax 
purposes, board and room alone 
when provided are worth much 
more than that amount. 

Nothing is said about the per- 
manence of hospital employment, 
the intensely interesting work 
rather than the monotonous type 
found in so many other walks of 
life, the pleasant surrounding and 
the scientific and stimulating at- 
mosphere. 

As for student nurses, we read 
much of the terrific grind, long 
hours, endless duty between classes 
and lack of pay. We hear nothing 
about the magnificent training 
given to them in the modern 
school, nor of the drastic reduction 
in their hours of practical work on 
the wards to provide time for their 
academic courses. Critics should 
keep up to date. 

It is not realized that the cost 
per student nurse in a present day 
school runs over $1,000 a year. Yet 
they pay no fees for this valuable 
training as do their sisters taking a 
business course, studying music or 
at the university. In the United 
States many schools for nurses 
charge heavy tuition fees. The stu- 
dents do work hard, quite hard, but 
it seems to agree with them for it is 
a common observation that girls in 
a class will gain up to ten pounds 
or more on the average in the first 
year. 

It is not pointed out that hospi- 
tals must operate 24 hours a day, 
seven days a week. There ‘is never 
a let up and services must be pre- 
pared for any emergency at any 
time. This means night shifts and, 
despite every effort to adjust sched- 


40 





ules, odd hours for some of the em- 
ployees. 

It should also be noted (but 
seldom is) that hospital employment 
is not for clock-watchers or slip- 
shodders. Hospital service must be 
efficient. Moreover, hospital work 
appeals to those who like people 
and who wear a smile. They should 
be persons who like their work and 
get into the spirit of it. If they are 
disinterested, ill-mannered, indif- 
ferent to suffering and thinking 
only of money, they have little 
place in the hospital family. 


THE RESULT 

This negative publicity is serious. 
Much needed hospital personnel is 
being kept away. Graduate nurses 
are getting an obsolete, not an up- 
to-date picture of the situation. Po- 
tential student nurses are being 
frightened away from an honored 
and remunerative profession. Trus- 
tees, women’s aides and others who 
give so freely of their time and sub- 
stance to keep hospitals open are 
becoming weary in well-doing, los- 
ing interest in a voluntary task 
which brings them largely criticism 
from the public whom they serve. 
And of paramount importance, the 
public is not getting the service 
which is so urgently needed. One 
large hospital, despite a long wait- 
ing list of patients, has 80 private 
and semiprivate beds closed today 
because of lack of nurses. It is typ- 
ical of others. 

We believe that our patients are 


still getting care of a high stand- 
ard, but a survey would probably 
reveal that few, if any, hospitals are 
able to provide the number of nurs- 
ing care hours per patient which is 
considered desirable. Many are 
probably far below the recognized 
standard ratios. If ideal standards 
of bedside care were to be provided, 
the budget for nursing care would 
need to be raised tremendously. 


In many communities we cannot 
buy food after 6 p.m. or gasoline on 
evenings or Sundays. Strikers see to 
it that we cannot get clothing, coal 
or tires, or even, on occasion, get to 
our offices. Try to get a burst pipe 
fixed between 4:30 p.m. on Friday 
and Monday morning! Why should 
hospital personnel toil so conscien- 
tiously for a public that wants serv- 
ice at once—and at less than cost— 
but talks a different language when 





we want something? Why not a five 
day week for administrators and 
directors of nursing? 


TAKEN FOR GRANTED 


The trouble is that hospitals hav 
always provided such conscientious 
service, pay or no pay, and have 
always been backed by such publi: 
spirited people — trustees, Sisters, 
doctors, aides—that they are being 
taken for granted by the public. 
Come hellfire or tidewater, the hos- 
pital is expected to be on the job, 
day in and day out—and it always 
has been. In this postwar letting 
down of morale and tempers, every 
other group seems to feel justified 
in jockeying or battling for better 
wages, better prices, more group 
power. But the hospitals? No! 

It is only to be expected that hos- 
pital personnel is becoming affected 
by this widespread postwar atmos- 
phere of discontent, aggravated as 
it is by hirelings of discord and cer- 
tain sections of the press. However, 
if hours and wages, despite repeat- 
ed adjustments, are basic factors in 
this quest for the necessary person- 
nel, hospital trustees must meet the 
market price for help. There is no 
alternative. Hospital trustees must 
then tell the public, plainly and 
bluntly, that it costs so much to pro- 
vide hospital care and that the rates 
have been adjusted accordingly. 

That means publicity campaigns. 
The public must be told not only 
what it costs, but that there are no 
dividends, no directors’ fees to the 
trustees and no remuneration to the 
doctors for their care of the in- 
digents and the personnel. Philan- 
thropy hitherto has been able to 
carry a considerable part of the 
burden of capital and operating ex- 
pense, but that source of revenue is 
being wiped out rapidly. Municipal 
and provincial governments must 
realize the utter inadequacy of 
present day payments and grants. 
The public should realize that ad- 
ministrators, trustees and directors 
of nursing should not be criticized 
for conditions that were common- 
place before the war and may not 
yet be fully corrected in all hospitals 
for one reason only—an effort to 
keep hospital costs down for the 
benefit of the public. Give our hos- 
pitals more income and they will do 
their part. The answer is in the 
hands of the public. 
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The 48th Convention 


PAST PRESIDENTS, all but one—(seated) Dr. Claude W. Munger, Dr. Christopher G. Parnall, Dr. Joseph C. Doane, Dr. Winford H. 
Smith, Dr. Peter D. Ward, President John H. Hayes, Dr. Nathaniel W. Faxon, Robert E. Neff; (standing) Paul H. Fesler, Dr. Donald C. 
Smelzer, Dr. A. C. Bachmeyer, Robert O. Jolly, Dr. Robin C. Buerki, Dr. Fred G. Carter, Dr. George O'Hanlon, Frank J. Walter, James 
A. Hamilton, Dr. Basil C. MacLean, Dr. 6. 
Harvey Agnew, Dr. Malcolm T. MacEachern. 


WILLIAM BRINES (left), director of 
Malden (Mass.) Hospital, talks with Mrs. 
Joseph C. Doane, wife of the former 
president. (Right) Executive Director 
George Bugbee receives pen used by 
President Truman in signing the Hill- 
Burton Act from Dr. Peter D. Ward. 
Frank J. Walter (lower left) former 
Association president, with two Califor- 
nians—Mrs. Edith J. Carr of Hollister, 
formerly of Hazel Hawkins Memorial 
Hospital, and Margaret A. Darby, R.N., 
superintendent of Wheeler Hospital, 
Gilroy. (Lower right) President John H. 
Hayes at the Thursday Government 
Hospital Section with section speakers 
Fred A. McNamara, chief of the hos- 
pital section, Bureau of the Budget, 
Washington, D. C., and Dr. Ralph B. 
Snavely, USPHS, director of health for 
the Office of Indian Affairs, Chicago. 
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The 48th Convention 





GREETING GUESTS at the president's reception (top) were: Trustees Florence E. King, St. Louis, and Joseph G. Norby, Milwaukee; Mrs. 

John H. Hayes and President Hayes; Mrs. Peter D. Ward and Dr. Ward. (Left center) In a group of Chicagoans were Don Carver, 

Commission on Hospital Care; Mrs. Carver; Hulda Fleer, Evangelical Hospital; K. H. Meyer and, back to camera, Rev. Joseph A. George, 

president of the Protestant Hospital Association. Charles S. Paxson (right center) of Delaware County (Pa.) Hospital talks with Dr. Phillip 

D. Bonnet, E. A. Steubner and John Turnbull, all of Lankenau Hospital, Philadelphia. (Bottom) Dr. Warren P. Morrill, research director of 
the American Hospital Association, with a group of international visitors. 
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The 48th Convention 


a ; 

CANADIANS, some of them transplanted: (Seated) Mrs. A. W. Smith of Montreal; Dr. Margaret DuBois of Richmond, Va.; Edna Price of 

Norwood, Mass.; (standing) Dr. W. R. Slatkoff of Montreal; Dr. L. J. Crozier of London, Ont.; Dr. Harry A. Coppinger, second vice-presi- 

dent of the Association, of Winnipeg; A. W. Smith of Moniveal; Dr. Donald C. Smelzer, 1944-45 Association president, of Philadelphia; 
Dr. Allan Craig of New York City; Dr. Harvey Agnew, another past-president of the Association, of Toronto. 


REGISTRANTS at both the Protestant 
and American Hospital Association con- 
ventions were (left center): Albert G. 
Hahn, Protestant association executive 
secretary and administrator of Protestant 
Deaconess Hospital, Evansville, Ind. 
and Mrs. Hahn; Mrs. Leo Lyons, Chi- 
cago, and (back to camera) Bryce L. 
Twitty, Protestant association trustee and 
superintendent of Hillcrest Memorial 
Hospital, Tulsa, Okla. (Right center): 
Robert S. Hudgens, director of the 
Medical College of Virginia, Hospital 
Division, Richmond, and Mrs. Hudgens 
at an evening session together. (Bot- 
tom) Some of the members of the new 
Hospital Industries Association executive 
board, installed during the convention: 
George J. Hooper, Thomas J. Rudesill, 
Frank A. Holt Jr.. Howard M. Fish, 
Elmer H. Noelting, President E. Jack 
Barns, Thomas C. Murdough, Walter A. 
Collins. 
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A’ THE RESULT of a rather long 
campaign, plus some luck, the 
Pennsylvania Hospital now is able 
to provide office accommodations 
for a large segment of its medical 
staff. : ; 


The story goes back to about 13 
years ago. At that time the mater- 
nity department, a separate build- 
ing of 10 floors, was being operated 
at a loss year after year, due pri- 
marily to looseness of the medical 
staff organization and the resultant 
low average occupancy of pay beds. 
This situation did not appear to 
be unusual since other Philadelphia 
hospitals were experiencing a sim- 
ilar persistent low average. 

An analysis of the situation sug- 
gested certain conclusions. First, 
the obstetricians and gynecologists 
heading the department were not 
concentrating their work at the hos- 
pital and they in turn were not re- 
quiring the younger men to pull a 
fair share of the load. Second, there 
was lack of proper supervision due 
to the absence of department heads 
from the hospital to attend patients 
at other institutions and to see pa- 
tients daily at their uptown offices. 
Third, much valuable time was lost 
in traveling between their offices 
and the several hospitals. 

It seemed logical that the three 
department heads at least should 
concentrate their work at the hos- 
pital and make certain reasonable 
demands of the staff men for whom 
they were responsible. The solution 
appeared to center on convincing 
the*doctors they should maintain 
offices at the hospital. 


Philadelphia is a very conserva- 
tive place. New ideas get across, 
even to doctors, with a slowness that 
can be appreciated only by Phila- 
delphians. It was nearly two years 
before the idea caught sufficiently 
to warrant approaching the Board 
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of Managers. It was nearly another 
year before the project got under 
way. 

The valuable space on top of the 
building was being largely wasted 
by two almost unused solaria, one 
on each wing of an L-shaped struc- 
ture. On one of these wings there 
was created a central waiting room, 
space for a receptionist, a room for 
a typist, a small laboratory and 
three suites of private offices. Each 





suite consisted of a consultation 
office and examination rooms in 
tandem separated by two small 
dressing rooms for convenience ol 
patients. The idea was a success 
from the start. 


Within two years the rather sub- 
stantial annual operating deficit 
was wiped out, and by the doctors’ 
own admission their incomes were 
materially increased. They had 
some of the most attractive offices 
in the city, they had more leisure 
time, more time for teaching and 
much more time for supervision of 
their hospital services. They were 
on the job at the hospital all their 
working hours. 


This project cost the hospital 
$42,000 which is being amortized 
over a period of 11 years through 
monthly rental payments. It was 
not long before the entire hospital 
staff was talking favorably of the 
scheme. But there was lacking the 
necessary determination to make a 
new office building venture possi- 
ble. In other words a sufficient num- 
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ALL suites have small laboratory units where the physician or his technician may make tests. 
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ber of staff doctors could not be 
found to justify the board borrow- 
ing the money for such an under- 
taking. 

Then came the war and the mite 
of luck to which reference has been 
made. A combination of circum- 
stances unfolded almost simultane- 
ously in 1944 that prompted the 
hospital to proceed with the further 
development of the office idea. First, 
there was the determination to ex- 
pand pay patient facilities. Second, 
there was quite a number of young- 
er staff members, most of them in 
war service, of high potentiality and 
interested primarily in this hospital 
and its teaching and research pos- 
sibilities. Third, it was recognized 
that the men in military service 
would need office space after separa- 
tion, and need it quickly. 


Fourth, these men, and some of 
the others not in service, had been 
scattered all over the city and en- 
virons, practicing in several institu- 
tions and wasting much valuable 
time going from hospital to hospi- 
tal to office and back again each 
day. They could be counted on to 
participate in an office building 
venture as they had been polled by 
mail when the break came. Fifth, 
the break was in the nature of the 
availability of a 20-year old, four- 
story building across one of the 
streets passing the hospital. It ex- 
tended a half block in length, was 
of good width and architecturally 
it conformed with the old hospital. 
Besides the basement it contained 
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APPROVED by doc- 
tors and patients 
alike, this converted 
four story brick 
building provides 
convenient consulta- 
tion offices across 
the street from the 
hospital's entrance. 


more than 30,000 square feet of 
floor space which could be devoted 
to doctors’ offices or other hospital 
purposes. The acquisition cost was 
negligible. 

The building was acquired and 
with some condescension on the 
part of certain federal wartime reg- 
ulatory agencies, by using certain 
substitute materials and by surviv- 
ing a multitude of discouraging sit- 
uations, the building was converted 
as follows: Basement—storage, aux- 
iliary service rooms, print shop and 
photography; first floor — purchas- 





ing and accounting offices and four 
office suites for doctors; second and 
third floors—13 suites of offices; 
fourth floor—clinical laboratories. 

A pedestrian and service tunnel 
was constructed between that build- 
ing and the hospital, thus making 
it an integral part thereof. Electric, 
steam and water mains from the 
power plant service the building. 
The offices were ready for occu- 
pancy April ist of this year, just 
six months off schedule—the wrong 
way. This was no handicap, al- 
though many doctors were ready to 
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TE! ANCY is restricted to members of the hospital staff. Plans for single and double suites are shown above; the deluxe unit is opposite. 
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TYPICAL of all the 
17 suites in the 
building are the 
rooms shown here: 
Waiting room 
(above), examina- 
tion and treatment 
office (left) and lab- 
oratory facilities for 
routine procedures. 











occupy space in January. There are 
no suites available, all but two hav- 
ing been rented prior to the open- 
ing date. Thus to the original three 
suites, 17 new ones have been added 
—seven single, six double and four 
deluxe. The 20 offices now accom- 
modate 33 staff doctors with the 
prospect of others participating 
through further doubling up. 


Each single suite has a waiting 
room, consultation office and an 
examination-treatment room. ‘The 
double suites each have one waiting 
room, two consultation offices and 
two examination-treatment rooms. 
The deluxe suites are the same as 
the double units, except that each 
has an office for the secretary or 
secretaries. Every suite has a small 
laboratory assembly for blood 
counts and urinalyses, but it is ex- 
pected the laboratory service on the 
fourth floor will be used to a large 
extent. There are facilities there for 
the proper reception and examina- 
tion of ambulatory patients. 

The hospital provides janitorial, 
housekeeping and maintenance ser- 
vice; also electricity, gas, hot and 
cold water. The doctors, who must 
be members of the staff, lease space 
and pay rent at a rate calculated to 
amortize the principal in 25, years, 
carry the interest charges and cove 
operating expenses. 

We are now planning a large 
building for private and semipri- 
vate patients. When it becomes a 
reality, our staff men will have no 
occasion to visit another hospital 
except as consultants. All their 
ward and outpatient clinic work, all 
their private patient work and their 
teaching and research can be done 
here in conjunction with their office 
practice. There is no wonder they 
are enthusiastic about the proposi- 
tion. 

We provide the tenants with 
house intercommunicating _ tele- 
phone service free of charge. When 
the new building is erected, there 
will be adequate space for the tele- 
phone exchange and in conjunction 
with it we expect to maintain a 
“secretarial” service to take the 
place of the service now provided 
by the Physicians’ Exchange up- 
town. We will maintain this service 
on a cost basis which will constitut« 
another advantage to the physician 
tenants. 
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Even the Medium-Sized 


Ffospital Should Have a 
FULLTIME CHIEF of STAFP 


UCH CHANGE HAS taken place in 
M the hospital field during the 
present generation. Enormous ad- 
vances in the medical sciences have 
compelled this change and have 
focused the attention upon the im- 
portance of sound hospital organ- 
ization. Time has not improved 
upon the wisdom of the statement 
advanced by a most able hospital 
administrator more than a quarter 
of a century ago, who stressed that, 
“. . . No institution is any greater 
than the staff which mans it.” 

In addition to the care of the 
sick, training of personnel and pro- 
motion of research, hospitals are 
increasingly conscious of their re- 
sponsibilities to the field of public 
health and are responding in greater 
measure to the reminder that the 
hospital, as a community agency, 
must integrate its invaluable efforts 
in the field of medical care to the 
program for disease prevention. 
This, in various forms and com- 
mensurate with resources, adds to 
the problems and responsibilities of 
the community hospitals. 

As demands upon the individual 
physician connected with the staff 
have become greater, it necessarily 
followed that hospital service, in 
many instances, must humanly be- 
come secondary to the needs for 
meeting his obligations to his pri- 
vate patients. 

The movement to establish posi- 
tions of fulltime chiefs is associated 
historically with the development 
of the Johns Hopkins Medical 
School. There, under the inspiring 
leadership of Welch, Osler, Kelly 
and Halsted, were developed the 
principles which proved the value 
of coordinating bedside care with 
research and proved the significance 
of the laboratory as an aid to diag- 
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nosis and treatment, as well as to 
the progress of the medical sciences. 
Above all there was proven the 
need for time and devotion on the 
part of those who were to teach 
medicine, which was not as fully 
possible if teachers were obliged to 
concern themselves in varying de- 
grees with the burderis of private 
medical practice. The movement for 
fulltime men as teachers, as well as 
research scientists, had become in- 
creasingly the philosophy of out- 
standing leaders in the field of med- 
icine on the European Continent. 
As in so many other progressive 
developments for good, the belief 
in the need for fulltime teachers 
met with resistance. Increasing 
funds, however, placed at the dis- 
posal of Johns Hopkins, this great 
center of learning, made _ possible 
the employment of brilliant young 
men as well as the development of 
plans making available their full 
time for teaching and research, free 
from financial worries for minimum 
financial security. Mall, Barker, 
Billings, Howell, Flexner and those 
who followed began in increasing 
measure to extend this philosophy 
and to practice what they preached. 
Later on, funds from the Rocke- 
feller Foundation and from other 
sources made: possible in varying 
degrees the expansion of fulltime 
teaching and bedside care in hos- 
pitals affiliated with medical schools 
of Harvard, Yale, Washington Uni- 
versity of St. Louis, Vanderbilt, 
Western Reserve, McGill and other 
approved medical schools. As _al- 
ready pointed out, the value of such 
service was debated and differences 
of opinion were prevalent but the 
movement continued to grow. 


Elimination of poor medical 
schools and the improvement in 


medical education ‘placed greater 
responsibilities on a number of hos- 
pitals in the medical educational 
field. Demands for increasing con- 
centration on the teaching respon- 
sibility imposed a serious challenge 
and cut deeply into the time avail- 
able for those who attempted to 
teach and practice at the same time. 
Many physicians affiliated with fac- 
ulties of approved medical schools 
are carrying this double load with 
great personal sacrifice, with credit 
to themselves and with benefit to 
the medical students whom they 
instruct. It is fitting to acknowl- 
edge the debt of gratitude which is 
owed to these unselfish practitioners 
of medicine for their devotion and 
sincerity of purpose. 

It has been well pointed out that 
the progress in the medical sciences 
has been, in an important degree, 
due to the application of both 
scientific and experimental meth- 
ods. The field of medical experi- 
ment, namely research, is time-con- 
suming and yet it is all important 
that medical students be given a 
grasp of the significant relationship 
of this type of effort to the advance- 
ment of medical knowledge. The 
imagination of medical students 
must be aroused, stimulated and 
left alive. We expect them to be 
grounded in preventive and cura- 
tive medicine, to have an under- 
standing of the social components 
in health and disease; the psycho- 
somatic phase is being emphasized 
fittingly. 

Provision for all of this knowl- 
edge must assure the maintenance 
of facilities for this teaching within 
hospital walls. This involves talk- 
ing, writing, demonstrations and 
correlation of the efforts of the 
laboratory and the clinic. To bring 
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out the best in the student group, 
a high degree of qualified super- 
vision is imperative. Ward rounds, 
conferences, seminars, the content 
of clinical clerkships and all of the 
things that enter into medical edu- 
cation must be maintained on a 
satisfactory level, and involves, in 
a marked degree, a sufficient time- 
element to make this high quality 
of teaching possible. 


Graduate education reflected in 
the establishment of internships, 
residencies and fellowships, as well 
as the continued training of mem- 
bers of the medical profession— 
after they have filled the above 
positions—require facilities main- 
tained on a high level. The quality 
of medical care which is to be re- 
ceived by people is dependent upon 
the quality of training which those 
who are to practice medicine re- 
ceived during their medical stu- 
dent days and while serving their 
internships and residencies. It is 
in the sound organization of teach- 
ing facilities carried out by quali- 
fied men with teaching experience 
and the time essential to conduct 
so important a program, that the 
hospital plays its part as the health 
citadel of the community which it 
serves. 


Study Qualifications 


Recognition of these factors were 
responsible for the establishment 
of the approved list fostered by 
the American Medical Association’s 
Council on Medical Education and 
Hospitals as well as that of the 
American College of Surgeons. Ba- 
sically, these important agencies 
concern themselves with deciding 
whether a particular hospital is 
qualified to train interns and resi- 
dents. No stronger statement can 
be made which will embrace fully 
the principles which I have at- 
tempted to stress than, “the quality 
of any program depends inescap- 
ably upon the quality and experi- 
ence of the faculty and upon the 
clinical and laboratory facilities 
available.” Undeniably, there must 
be coupled with the ability and 
resources, the time with which to 
carry on the necessary functions if 
we are to train competent persons 
to practice medicine and to render 
adequate service to the patients in 
our institutions. 
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The fact that the fulltime staff 
man and chief may, in the main, 
be found in hospitals affiliated with 
medical schools does not for a mo- 
ment imply that all hospitals would 
not benefit materially from the em- 
ployment of fulltime chiefs. This 
places at the disposal of the hos- 
pital—which may not necessarily be 
teaching medical students—a quali: 
fied fulltime person to carry on the 
many essential needs involved in 
the furtherance of the functions of 
a hospital. 

The presence of a fulltime chief 
makes possible the essential coordi- 
nation of the various services with 
that of other departments and pro- 
vides for a high type of supervision 
of the training of the resident staff 
as well as of other graduate men. 
We are mindful of the challenge of 
the increased expenditure involved 
in the employment of fulltime chiefs 
and must readily agree that this— 
from a practical point of view—is 
difficult for small hospitals. Hos- 
pitals of reasonable size, however, 
would derive ultimate benefits 
which would justify this expendi- 
ture. 

Whenever possible the magnifi- 
cent clinical opportunites which 
hospitals present for the furtherance 
of graduate education would be 
utilized to maximum advantage be- 
cause of the development of this 
type of direction and leadership. 


The responsibility for efficient serv- 
ice is made possible and makes for. 


a quality of practice in keeping 
with desired high standards. 

In the so-called teaching hospi- 
pitals the presence of qualified 
chiefs makes possible the mainte- 
nance of research, and influence in 
the moulding and maintenance of 
good medical performance. The 
constant presence of fulltime quali- 
fied personnel places at the dis- 
posal of the staff professional abil- 
ity on a highly trained level, and 
is of great advantage in consulta- 
tion in the instance when group 
judgment is of benefit. 

Many instances could be cited in 
illustration of the important ad- 
vantages offered by the proximity 
of the fulltime chief to the staff. 
To have him available when needed 
most gives both assurance and a 
feeling of security to the rank and 
file of the staff of the hospital. 

Progress in medical education 


which affects so materially the qual- 
ity of medical care in hospitals and 
in the field is dependent upon the 
availability of qualified men with 
clinical experience whose primary 
interest is in medical teaching and 
research. Under their leadership 
and_ planning, organized teaching 
and the care of the patients will be 
strengthened by the contribution 
of part time men, with the latter 
group bringing to the hospital and 
to teaching, the experience gained 
in community medical practice. 
They, in turn, will bring back to 
their patients the benefits gained 
from contact with high educational 


_ standards and experience gained in 
the hospital. 


The experiences of returning 
medical veterans seeking refresher 
courses have already proven the 
value of the educational opportuni- 
ties made available to them, and 
have operated to the best advan- 
tage in the teaching hospitals where 
the fulltime men were available for 
the devotion of the necessary time 
and effort for the organization and 
conduct of such training. 


Need Improved Program 


The desire for continued progress 
in the field of medica) care is built 
upon the hope for an improved pro- 
gram of undergraduate and gradu- 
ate training for the medical student, 
intern, resident and the practitioner 
of medicine. The hospitals should 
and must play an important part 
in the maintenance of these facili- 
ties. The organization of these serv- 
ices and their maintenance, the 
necessary correlation of effort, co- 
ordination of activities and super- 
vision of services would benefit from 
the employment of fulltime men. 
Under their direction and leader- 
ship, working with them shoulder- 
to-shoulder as a team, the services 
and abilities of part time men may 
be used to great advantage. 


The value of professional advice 
and consultation, opportunities for 
the immediate supervision, direc- 
tion and control of the clinical serv- 
ices, maintenance of adequate pa- 
tient records and laboratory _pro- 
cedures by men who have available 
time are but some of the important 
responsibilities which can be met 
in their most complete measure by 
fulltime chiefs. 
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Fw. Ww ANY SERIOUS students of 
hospital administration would 
at this time take issue with the 
statement that medical social serv- 
ice has attained the status of a 
major department in the hospital. 
This recognition has been slow in 
developing and, without a doubt, 
there still exists an attitude of re- 
sistance on the part of some mem- 
bers of governing boards to the ex- 
pense attendant on providing what 
to them is an unessential hospital 
service. Such antipathy as remains 
is of little consequence, however, 
and we may therefore expect to see 
a wholehearted and universal ac- 
ceptance of this newest adult mem- 
ber of the hospital family in the not 
too distant future. 

As a major unit in the adminis- 
trative structure, medical social 
service should be organized along 
the same lines as those prevailing 
in the other senior departments, but 
with necessary modifications as may 
be dictated by the size of the hos- 
pital and the degree of specializa- 
tion practice therein. In the small 
hospital the entire department may 
consist of the chief worker and 
whatever clerical personnel may be 
indicated, while in the large institu- 
tion of a thousand or more beds the 
department may be highly func- 
tionalized with at least one trained 
worker assigned to each of the spe- 
cialized clinical services. 

In the latter instance the chief 
worker would probably confine her 
activities to the formulation of gen- 
eral departmental policies, work as- 
signments and administrative duties 
to the exclusion of routine case 
work, Whatever the departmental 
structure and number of personnel, 
the department head should be 
given authority commensurate with 
her responsibility, should be held 
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strictly accountable for the func- 
tioning of her department and 
should be answerable to no one 
but the hospital administrator. 


Conference 


If the department is of sufficient 
size to warrant such a procedure, 
conferences should be held at fre- 
quent intervals for the discussion 
of policies, interesting cases and a 
general departmental audit consist- 
ing of a review and an analysis of 
results achieved during the interven- 
ing period. ‘The chief medical social 
worker should be requested to at- 
tend all administrative conferences 
conducted by the director of the 
hospital and should have access to 
the administrator when necessary 
for the consideration of depart- 
mental problems and _ policies. 

If the hospital operates on a 
budget the department of medical 
social service should have its own 
section, with the head of the de- 
partment granted the privilege of 
participating in its formulation in 
order that she may make known the 
needs and desires of the department 
for the ensuing year. She must be 
expected to adhere strictly to the 
departmental allocation, barring 
unforeseen and emergency require- 
ments, and should be furnished 
with a monthly statement of con- 
dition to enable her to know how 
closely she is holding to the allot- 
ment. 

While an understaffed depart- 
ment is. preferable to none at all, 
the hospital should make every ef- 
fort to supply trained case workers, 
secretaries and clerks in numbers 
sufficient to meet the reasonable 
needs. of the institution. Adequate 
secretarial and clerical assistance is 


very essential as it is an unwar- 
ranted expense to allow such duties 
to be performed by highly trained 
social workers. Some method of 
mechanically recorded dictation 
might be provided as a means of 
reducing secretarial personnel and 
saving the time of case workers. 
The department should be so 
located as to afford easy access to 
patients, as well as to members of 
the medical staff, and should make 
provision for consultations with 
these individuals in the strictest 
privacy. Comfortable waiting space 
must be provided for those with ap- 
pointments for interviews. In hos- 
pitals maintaining an outpatient 
department, due consideration must 
be given the patient load in plan- 
ning and locating the medical so- 
cial workers’ interview rooms. 


Staff 


In the ordinary sense of the term, 
the medical staff of an institution 
is not customarily thought of as a 
hospital department, but for the 
purposes of this discussion of inter- 
departmental relationships, it must 
be regarded as falling in that cate- 
gory. Without a doubt, the rela- 
tionship with the medical staff is 
the second most important factor 
with which the medical social work- 
er has to deal, her contacts with 
patients, of course, being of pri- 
mary importance. Together, the 
physician and the social worker 
constitute a team whose purpose 
is to bring about the best possible 
results for the patient. 

No team can be a consistent win- 
ner without a well formulated plan 
of attack and a reasonably thorough 
knowledge of the opposition with 
which it is confronted. Thus the 
physician must give the other half 
of the team a comprehensive pic- 
ture of the patient’s condition and 
just what he hopes to achieve. The 
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medical social worker in turn 
should, by means of interviews 
with the patient and his relatives, 
supplemented by visits to the pa- 
tient’s home where indicated, in- 
terpret to the physician any en- 
vironmental, emotional, economic 
and social problems which might 
in any way be contributing to his 
physical condition. It would seem 
that the immortal Osler may well 
have anticipated this alliance be- 
tween the physician and the case- 
worker when he said “treat the pa- 
tient and not the disease.” 

Unfortunately, there are still a 
goodly number of older physicians 
who look upon the medical social 
worker as a nuisance to be ignored, 
or at most tolerated, rather than a 
cohort whose counsel he should 
seek and for whose aid he should 
be grateful. This attitude becomes 
understandable when we realize 
that there has never been provision 
in the crowded medical school cur- 
riculum for instruction in the 
merest fundamentals of the social 
sciences. Thus there exists a defi- 
nite need for enlightenment on the 
part of many medical men to the 
assistance and benefits the social 
worker has to offer. 

Fortunately, the current employ- 
ment of the services of medical so- 
cial workers in most hospitals af- 
filiated with medical schools has 
made the younger physician well 
aware of what cooperation with this 
service can accomplish. This aware- 
ness may be developed into a con- 
viction if the administration will 
insist that interns and residents col- 
laborate to the fullest extent with 
the social worker. 

Accompanying the staff member 
on ward rounds and participating 
in the discussions at the bedside 
whenever feasible will present the 
caseworker with an opportunity to 
make him aware of her potentiali- 
ties and can well result in his be- 
coming social service minded. Com- 
prehensive and well developed so- 
cial service notes in the clinical 
record may create interest on the 
part of the physician and stimulate 
him to the point of seeking the 
services of the medical social work- 
er. Members of the department 
should be encouraged to attend 
medical staff meetings and feel priv- 
ileged to participate in the presenta- 
tion and discussion of cases in which 
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social factors have played an im- 
portant part. 


Records 


The relationship between medi- 
cal social service and the medical 
records department can be cordial 
and entirely free from friction or 
it may easily be one of misunder- 
standings and constant bickering. 
The latter situation can be avoided 
if the two departments understand 
and appreciate each others prob- 
lems. The social service data are 
ofttimes equal in importance to the 
reports from the clinical laboratory 
and most certainly should be made 
an integral part of the clinical 
chart. The inception of these “so- 
cial laboratory” reports often ante- 
dates the admission of the patient 
to the clinic or hospital and they 
are constantly being expanded as 
supplemental facts become known. 

All pertinent data should be im- 
mediately recorded in the clinical 
record so that the chart is at all 
times current and the clinician may 
be kept apprised of any new social 
developments. If the social service 
notes in the patient’s record are 
constantly up to date, there will 
arise little occasion for any difficulty 
with the record librarian. We must 
remember that her department is 
concerned only with the completed 
record. It must be complete, how- 
ever, when it reaches her depart- 
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-ment to make possible its prompt 
codification, cross indexing and fil- 


«ing. True, the social data are not 


essential to the coding and ‘index- 
ing, but it is irritating to have to 
pull the record once it is perma- 
nently filed for the purpose of in- 
serting the social service section 
which should have been available 
within 24 hours of the patient’s dis- 
charge. 

Dissension may also arise from 
the practice prevalent in certain 
hospitals of discharging some of 
their patients by way of the medical 
social service department. In these 
instances the clinical record accom- 
panies the patient to the casework- 
er’s office, and unless the latter 
makes it an inviolable rule immedi- 
ately to record her final interview 
and a summarization of the case 
findings, there will be a tendency 
for clinical records to accumulate 
in the department. Since time is of 
the essence in the record library and 
the whole procedure is dependent 
on prompt receipt of the completed 
chart, a laissez faire attitude in so- 
cial service can spell only trouble. 
In those instances where follow-up 
interviews are to be held with pa- 
tients subsequent to discharge from 
the hospital, social service should 
submit a list of records desired on 
any particular day, at least the pre- 
ceding day, to enable the library to 
pull them in orderly fashion. Such 
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requisitioned records should be re- 
turned promptly, on the same day 
if at all possible, and certainly not 
later than the succeeding day. 


Admitting 

In the municipal clinic or hos- 
pital where ambulatory treatment 
or inpatient care is rendered to in- 
digent patients, it. is logical and 
proper that medical social service 
act as the admitting medium since 
financial eligibility is usually the 
sole criterion. While social factors 
may play a prominent role with 
many patients, they are not so 
prevalent as to justify the use of 
highly trained social workers in the 
capacity of admitting officers in the 
average voluntary hospital. 

The admitting procedure is, in 
most instances and necessarily, of 
such short duration as to make it 
impossible for the admission clerk 
to glean all the information a social 
worker would wish to have. Since 
this is the case, well trained non- 
professional clerks, adept at elicit- 
ing and interpreting financial in- 
formation, can give capable service. 
However, there should be a close 
liaison between the admitting and 
social service departments with a 
caseworker available to consult with 
the admitting officer upon request 
or to contribute pertinent informa- 
tion without solicitation. 

This close liaison should also ob- 


tain between the business office and 
social service. All too often, in an 
effort to chisel or because of pride, 
a patient will misrepresent his fi- 
nancial condition. A few judicious 
outside inquiries or a series of tact- 
ful interviews may uncover such 
discrepancies while the patient is 
still in the hospital and the infor- 
mation made available to the ac- 
counting office. 


Nursing 


The nursing service must, of ne- 
cessity, assume a responsibility for 
the welfare of the patient second 
only to that carried by the medical 
staff, an accountability which may, 
on occasion, even surpass that of the 
physician because of a more con- 
tinuous contact with the patient. 
On the other hand, medical social 
service may adopt a possessive atti- 
tude and feel privileged to carry 
out its part in the care being ren- 
dered at any time the caseworker 
may feel so inclined. Nursing pro- 
cedures and ward routine are care- 
fully designed to meet the needs of 
the patient with a minimum ex- 
penditure of time and effort, par- 
ticularly during these days of nurs- 
ing personnel shortage. 

Ward rounds, meals, diagnostic 
procedures and_ visitors present 
problems and make still more dif- 
ficult the proper coordination of 
nursing effort. It can therefore be 
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readily understood why lengthy in- 
terviews with the patient on the 
part of the medical social worker 
can generate friction between the 
two services. Such contacts as 
the caseworker considers essential 
should be arranged sufficiently in 
advance as to enable the nursing 
service to carry on without inter- 
ruption and ought to be reduced 
to a minimum in number and dura- 
tion. 

Some interviews will be of such 
a nature as to upset the patient 
emotionally and may well cause 
resentment on the part of the nurs- 
ing service. On the other hand, the 
medical social worker is in a posi- 
tion to allay many of the worries 
and fears of the patient, rendering 
him much more tractable and amen- 
able to treatment. This proprietary 
interest on the part of the respec- 
tive services should not be discour- 
aged, but it must not be developed 
to the point of engendering inter- 
departmental feuds. 


D. and T. Services 


Once she has gained the confi- 
dence of the patient and the latter 
is convinced that his welfare is her 
primary concern, the social worker 
can be of great assistance to the 
adjunct diagnostic and therapeutic 
services. Seldom does the individ- 
ual who is to experience for the 
first time an electrocardiographic 
or basal metabolic determination 
know what is to be done or why. 
If he is convinced there is nothing 
to fear, and that full cooperation 
on his part will make for more ac- 
curate results, he will approach the 
procedure in a less apprehensive 
frame of mind. 

The social worker can readily ac- 
quaint herself with the basic prin- 
ciples of the more involved diag- 
nostic tests and explain them to 
the patient in non-technical terms 
with a thoroughness which the tech- 
nician, because of lack of time, 
could not duplicate. Occupational 
therapy, physical therapy and the 
various rehabilitative exercises may 
seem silly to the patient and, even 
though he does embark on them 
with every intention of cooperating 
to the fullest extent, they may pall 
on him quickly and his interest will 
lag. While the therapists can be de- 
pended upon to explain the bene- 
fits and advantages to be derived 
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from the measures the physician has 
instituted, they haven’t the be- 
tween-treatment contacts available 
to the caseworker, and these are 
particularly valuable as a means of 
encouraging the patient to return 
for continuing therapy after he has 
left the hospital. 


Auxiliary 

The very nature of the activity 
in which medical social service is 
engaged can be expected to appeal 
to the members of the women’s aux- 
iliary and to receive their whole- 
hearted support. This assistance 
should be welcomed and encour- 
aged in every way possible, but 
great care must be exercised to pre- 
vent such financial assistance as 
may be forthcoming from carrying 
with it the implied right to dictate 
departmental policies. The auxil- 
iary should be extended the privi- 
lege of specifying in general terms 
the purposes to which the auxiliary 
fund may be applied, but such stip- 
ulations should never be contrary to 
established policies or the best in- 
terests of the patient, and all funds, 
together with instructions for their 


use, should be turned over to the 
administrator. 

Every expenditure must be made 
through the business office in ac- 
cordance with established hospital 
procedure, and a strict accounting 
rendered to the auxiliary each 
month. The only exception to this 
policy might be a small auxiliary 
petty cash fund controlled by social 
service and designed for the pur- 
chase of minor drug or sundry 
items or to pay street car or taxi- 
cab fares of needy patients, but all 
such expenditures should likewise 
be accounted for to the auxiliary 
board. 

While not inter-departmental in 
nature, the contacts which the de- 
partment of medical social service 
has with other welfare agencies in 
the community are nevertheless of 
extreme importance from the stand- 
point of hospital community rela- 
tions as well as of service to pa- 
tients. These contacts have been 
greatly simplified in the metropoli- 
tan areas with the advent of coun- 
cils of social agencies which co- 
ordinate and integrate the aims and 
activities of the various groups in 





this field. However, it is essential 
that the caseworker possess an in- 
timate knowledge of the services of- 
fered by each of the agencies com- 
prising the council so that, having 
decided what the patient requires 
in the way of supplementary assist- 
ance, she may know where to turn 
to secure this additional aid. 


Summary 

» Medical social service has evolved 
into one of the mature members of 
the hospital departmental family. 
» The basic organization of the de- 
partment should conform in gen- 
eral to that of other major depart- 
ments, and the chief social worker 
be given authority commensurate 
with her‘responsibility, which is to 
the administrator and to him alone. 
» A continuous program of medical 
staff education designed to bring 
about still closer cooperation be- 
tween the physician and the case- 
worker must be conducted. 

» Relations with other departments 
must be. cordial and disagreements 
need not arise if a mutual under- 
standing of the basic problems 
faced by each is developed. 





Medical Social Service 
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OSPITAL with 
few exceptions, will grant the 
importance of medical social service 
and support its place in the medical 
sun, yet how many are prepared to 
give clear and concise information 
about the tangible and intangible 
contributions made by social serv- 
ice to medical care planning for 
patients? How complete is the un- 
derstanding of social service in its 
true light as an essential service in 
the whole range of care to meet the 
total clinical and welfare needs of 
patients through the successive 
phases of diagnosis, therapy, con- 
valescence, after care and rehabilita- 
tion? 
It is my purpose to define some 
of the administrative criteria for 
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the evaluation of the social service 
department in the scheme of a hos- 
pital’s organized medical care pro- 
gram. 


Integration 


In the development of a yard- 
stick for measuring medical so- 
cial service, both quantitatively 
and qualitatively, the administrator 
must think of the department as 
an integrated unit in the family of 
hospital departments. In fact, the 
department should be an organiza- 
~ From. an address given by Dr. Hinen- 
burg at the annual convention of the 


American Hospital Association in Phila- 
delphia, September 30-October 3, 1946. 








tional unit with lines of adminis- 
trative authority and responsibility 
clearly and specifically defined and 
observed. 

The administrator must under- 
stand and appreciate that medical 
social service interpreted by mod- 
ern day concepts has for its pri- 
mary objective assistance for in- 
dividual human beings who face in 
their medical relationships all types 
of disturbing inadequacies, con- 
flicts and limitations to prevent 
them from realizing through their 
own resources a Capacity to cope 
with the social and environmental 
factors affecting their illness. 

The fundamental principles gov- 
erning the practice of medical s0- 
cial service are inspired by a pro- 
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found respect for the individual 
personality and for the significance 
of an individual as such. The char- 
acter of the yardstick to be used by 
the administrator will depend upon 
his acceptance of medical social 
service as an aid to human beings 
because he believes that commu- 
nity wellbeing requires that this 
help be made available to those 
who want and can use it. 


Economics 

An evaluation of social service 
also must embrace the fact that so- 
cial problems exist at all economic 
levels. These must be explored and 
dealt with to round out the pro- 
gram of hospital care for patients 
in the wards, the outpatient de- 
partment and in the private ac- 
commodations of the hospital. 


Report 


The administrator should look 
to the social service department it- 
self for regular reports which will 
give concise information about the 
activities of the department. The 
statistical portions of the report 
dealing with the quantitative char- 
acter of the demands upon social 
service are of recognized impor- 
tance, but figures in themselves are 
inadequate to illustrate the quali- 
ties of human understanding and 
professional accomplishments in be- 
half of those who require medical 
social services. 

A growing case load, or the main- 
tenance of a heavy case load, is in- 
dicative of the interest of the med- 
ical staff in the utilization of social 
service. Requests by staff physicians 
to expand medical services, inclu- 
sive of social service participation, 
constitute an acknowledgment of 
medical dependence on an allied 
professional service. A_ statistical 
reference to the number of private 
patient referrals also will serve to 
measure the degree of medical staff 
interests. 

There are of course physicians 
who still regard the medical social 
worker as a questionable necessity 
in the practice of modern medicine. 
‘his should not be regarded as an 
unusual phenomenon, for few phy- 
sicians in their formative medical 
ycars have an opportunity to learn 
about social service and its relation- 
sip to medical care. Steps must be 
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taken to determine causal factors 
and if there should prove to be 
lack of understanding about the 
purposes and accomplishments of 
social service, corrective educational 
programs might be undertaken. 

The administrator cannot estab- 
lish the basis for a fair evaluation 
of social service unless he personally 
can appreciate its purpose. A de- 
partment working under the serious 
handicaps of inadequate quarters, 
poor organization, untrained per- 
sonnel and a diversion of skilled 
professional time and techniques, 
for purposes other than those of 
acknowledged social service, will 
show up in a most unfavorable 
light. Properly supported and en- 
couraged through administrative 
and medical influences, an evalua- 
tion will prove useful to determine 
whether the full potential capacity 
of the department may be realized 
in terms of benefits for the sick 
and their problems. 

Social service reports should be 
analyzed to determine inadequacies 
in the care of patients readmitted to 
the hospital. It must be determined 
whether the social services are of a 
type and character to meet the de- 
mands of the medical plan de- 
veloped for these readmitted pa- 
tients. Are there reasons for failure 
to make the plan secure in the 
period following hospital care? Are 


the causes for readmission clinical 
in nature and beyond the capacity 
of social service to control despite 
the essential adjustments made for 
these patients? 


Audit 


A clinical audit of medical work 
in hospitals is an accepted require- 
ment. The administrator can justify 
the establishment of a similar re- 
quirement for an intra-mural re- 
view of social service work. Many 
of us are apt to publicize our suc- 
cesses and relegate our failures to 
the background. The failures of 
physicians command the spotlight 
of attention in the presence of col- 
leagues and the same must hold for 
all professional groups concerned 
with the care of ill persons. 

The administrator should be 
aware of the efforts made by the 
social service department to retain 
patients seeking discharge against 
medical advice. The policy of join- 
ing the efforts of the administration 


. and the medical staff, generally ob- 


served in hospitals, has been sup- 
ported successfully by the social 
worker. A decision by a patient to 
leave the hospital against the rea- 
soned judgment of an interested 
medical staff should not be made 
in ignorance. Backed by a thorough 
understanding of the administrative 
and clinical implications of such a 
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situation, the capacity of the social 
worker to determine and interpret 
the resistances of the patient can be 
measured by the worker’s success in 
securing a reversal of the patient’s 
decision to leave. 

It must be borne in mind also 
that the social worker may very 
easily support the patient’s position 
to leave against medical advice. 
The right of a patient to a self- 
determined course cannot be ig- 
nored or denied. Under such cir- 
cumstances, the success or failure of 
the social worker’s intervention may 
be measured by how well she evalu- 
ates the underlying reasons and how 
well she assists in fashioning a med- 
ical plan for the patient’s future 
care. 

In the hospital where social serv- 
ice occupies a place well balanced 
in relation to the other departments 
and where medical support is se- 
cure, the contributions and the 
shortcomings of the social service 
department in the clinical manage- 
ment of patients should be included 
in reports to the administration by 
the medical staff. Failure to furnish 
staff physicians with the pertinent 
psychological and social data about 
patients that would enable the phy- 
sicians to give weight to such in- 
formation in the study of the clin- 
ical circumstances of the patients, 
should be considered in the same 
way that critical reviews are made 
of medical histories, physical ex- 
aminations, results of laboratory 
examinations and progress notes 
entered in clinical records by mem- 
bers of the medical staff. 


The degree of acceptance of so- 
cial service by the medical staff may 
be highlighted by inquiries made 
when a social worker absents her- 
self from work. Is her presence 
missed? 


To what degree is the administra- 
tor informed by members of the 
medical staff, by patients or mem- 
bers of their families that clients 
are subjected to needless, repeated 
interviews? Are there reports that 
social workers fail to respect the 
privacy and feelings of patients in 
the outpouring.of their troubles? 
Are workers inflexible in their atti- 
tudes toward patients? Is the social 
worker effective in supplementing 
the physician’s explanation of ill- 
ness and treatment? Is she doing a 
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thorough job in the follow-up of 
patients to insure a continuity of 
essential medical care? Are her ef- 
forts to eliminate the fear, preju- 
dices and other obstacles to the 
acceptance of medical care and con- 
tinuance of treatment accepted by 
the patients? 

Do workers resort to short-term 
expediencies in solving the prob- 
lems of patients or are they inter- 
ested enough to do long-term thor- 
ough planning? Do they, in good 
faith, ask for more thorough clinical 
consideration of patients? Can the 
social service department, demon- 
strate the value of its contribution 
to the clinical management of pa- 
tients in simple, dramatic reports? 

In some instances the physician 
may, to his embarrassment, discover 
that he has overlooked an impor- 
tant factor in his evaluation of a 
patient. He even may have missed 
the diagnosis completely or have 
carried out inadvertently an inap- 
propriate form of therapy. Can the 
social worker show that informa- 
tion concerning the family and the 
social background of the patient 
enabled the physician to alter his 
approach to the handling of the 
patient in the hospital? 


Cooperation 


The administrator should have 
an interest in the relationship of 
the social service department to the 
community agencies. Is the degree 


of intelligent and discriminating — 


cooperation with community agen- 
cies effective in meeting the social 
and welfare needs of the patients? 
Are the workers alive and alert to 
the inadequacies of community re- 
sources? Does the administrator 
know the limitations and the re- 
strictions under which the social 
worker must work to achieve for 
the patient the best possible degree 
of health through a solution of the 
physical, social and emotional fac- 
tors which, if unsolved, will retard 
recovery? 

Is the staff of the social service 
department active in educational 
programs for members of the visit- 
ing and house staffs, nurses and die- 
titians? These professional groups 
have direct relationships to the 
patients and have need of under- 
standing something of the individ- 
ual patients, their personalities and 








the problems which disturb them. 
The social worker also must appre- 
ciate the services of other members 
of the medical team if the after-care 
program is to be maintained and 
strengthened to effect a continuity 
of these benefits. 

Can the administrator, armed 
with reports and records of social 
service accomplishments, convince 
the governing board of his hospital 
that the department is rendering a 
service that cannot readily be as- 
sumed by established community 
agencies? Why should not such 
agencies, organized for the purpose 
of treating the social and welfare 
needs of the needy well, also carry 
the burdens of the needy sick? The 
task should not be difficult if the 
reports are drawn in a manner that 
will tell the whole story of social 
service. 

Social service, now firmly estab- 
lished as an essential service, must, 
to maintain its place, continue to 
perfect its knowledge, skill and 
self-discipline. It must possess and 
apply a knowledge that centers first 
on the patient and his disturbed 
behavior as it expresses itself in 
typically difficult medical situations. 
It must develop and use the skill 
that involves, preeminently, a ca- 
pacity to initiate, develop and main- 
tain a relationship with the physi- 
cian, the nurse and others serving 
the patient, under the terms of 
which help can be given and ac- 
cepted with confidence and courage. 

It must accept and use a self- 
discipline which will enable the 
social worker to face difficult situa- 
tions without fear. It must be self- 
critical without a loss of self-confi- 
dence that might compel the worker 
to withdraw from difficult situa- 
tions. It must steel itself to suffer 
disappointment and to accept a 
reversal without dismay. Social 
service satisfaction must come from 
accomplishment and not necessarily 
from constant and steady acknow!- 
edgments of contribution to the 
welfare of patients. 

By playing a sincere, humble and 
useful role in the cooperative serv- 
ices of the hospital, the social service 
worker will win the cooperation 
and the confidence of her colleagues 
and clients, and will prove of in- 
estimable value to the patient, the 
physician, the hospital and_ the 
community. 
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An Expanded Program for 





BETTER ACCOUNTING 


HE AMERICAN Hospirat Asso- 
Bn program for better hos- 
pital accounting has been _broad- 
ened and quickened within the last 
few months, and tangible, benefi- 
cial results will soon become evi- 
dent. 

There has been added to the ad- 
ministrative staff of the Association 
a fulltime accountant (myself) to 
assist in carrying out the long- 
needed, expanded program. Pre- 
liminary work is now being done 
on many of the projects included 
in the complete plan. The Associa- 
tion’s present manual on account- 
ing and statistics is being examined 
for revision where necessary; hos- 
pital cost computation methods are 
being studied; special thought is 
being given to the accounting prob- 
lems of the small size hospital and 
to the development of means to 
solve such problems; an increased 
number of institutes on basic and 
cost accounting are being planned 
for the next twelve months and cor- 
respondence courses for hospital 
accountants and bookkeepers are 
being considered. 

The need for this program of 
better hospital accounting has been 
long standing, but has been brought 
into sharper focus within the last 
five years or so by the many new 
economic factors affecting the oper- 
ating of hospitals. It seems that 
almost everyone responsible for the 
management of a hospital recog- 
nizes the necessity for better ac- 
counting because of the outside 
pressures of the last five or ten years 
but that very few fully realize the 
fundamental and absolutely insep- 
arable place of accounting in every 
field of endeavor that must of neces- 
sity deal with finances—and I don’t 
think anyone can deny that hospi- 
tals must deal with finances in or- 
der to exist. 


A decade ago no one heard the 
expressions EMIC or Blue Cross 
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reimbursement to hospitals. Then 
income from private insurance com- 
panies represented a small part of 
the total income of the hospital and 
few people were talking about the 
diminishing sources of private phil- 
anthropy or increased hospital costs 
brought about by inflation. ‘Today 
discussions about these conditions 
and the need for accounting meas- 
ures to meet them are widespread 
and have almost reached the place 
of triteness. The accounting pro- 
gram of the American Hospital 
Association is aimed, in part, at 
meeting these comparatively recent- 
ly arisen complex problems; but at 
the same time our proposed plans 
do not lose sight of the real neces- 
sity for many hospitals in the coun- 
try to recognize the value of and 
to adopt simple, basic and efficient 
accounting measures so necessary 
for adequate day to day operation. 

As an implementation of the en- 
tire accounting program of the 
American Hospital Association, 
many hospital administrators and 
trustees must someway, somehow 
be convinced that accounting is not 
a “necessary evil” but rather a nec- 
essary good. Of all the so called 
nonprofit enterprises, hospitals seem 
to have been the last to see the 
necessity for modern accounting 
methods. Most other eleemosynary 
institutions, together with the col- 
leges and universities of the coun- 
try, have long since properly organ- 
ized their accounting departments 
and_ procedures. 

It will be one of the tasks of the 
American Hospital Association to 
specifically show many hospital 
trustees and others, once and for 

From an address given by Mr. Markey 
at the annual convention of the American 


Hospital Association in Philadelphia, Sep- 
tember 30-October 3, 1946. 





all, that a relatively small sum, dis- 
bursed in order to secure adequate 
accounting in the hospital, can 
result in the saving of much larger 
amounts previously misspent or 
wasted, as well as secure other di- 
rect and indirect benefits which the 
hospital is not receiving. 


The American Hospital Associa- 
tion for many years has preached 
the gospel of good accounting and 
statistical procedures. The Associa- 
tion issued its first printed report 
on the subject as early as 1921 and 
periodically followed this with 
other material culminating in the 
Association’s present 150-page Man- 
ual No. 210, called “Hospital Ac- 
counting and Statistics” released in 
late 1940. State and local hospital 
associations have to date contribut- 
ed much to good hospital account- 
ing. The Cleveland Hospital Coun- 
cil was a pioneer in the field and 
noteworthy work has been done by 
the United Hospital Fund of New 
York. 

The Association’s voluntary Com- 
mittee on Accounting and Statistics, 
under the Council on Administra- 
tive Practice, has as its very capable 
chairman, Charles Roswell of the 
United Hospital Fund of New 
York. In August 1943 the commit- 
tee conceived what is now the pro- 
posed accounting program, includ- 
ing the recommendation that a full- 
time accountant be added to the 
Association’s staff. The Board of 
Trustees agreed to put into effect 
the committee’s recommended out- 
line as soon as possible, but the 
personnel situation being what it 
was, the staff accountant could not 
be located until recently. 

The Association’s proposed pro- 
gram for better hospital accounting 
can be classified into three main 
parts: The issuance of manuals, 
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pamphlets, and the like; education 
and training, and advisory and con- 
sultation services. 


MANUALS 


The issuance of manuals and 
pamphlets on accounting is logic- 
ally the first step toward solving our 
accounting problems. Accounting, 
like the current facts it records and 
like the future activities for which 
it should plan, is not static but ever 
changing; thus it follows that the 
Association’s manual on accounting 
—now six years old—must also be 
amended if it is to provide for the 
accounting treatment of new condi- 
tions brought about by the onset 
of economic changes since 1940. For 
example, in 1940 there was wide 
doubt as to the advisability of the 
accrual method of accounting and 
the inclusion in operating expenses 
of depreciation on buildings and 
equipment; today the thinking of 
hospital people has changed and 
these two accounting principles 
have almost country-wide approval. 

Accounting per se in a hospital 
is closely entwined with the ac- 
cumulating and recording of statis- 
tical data. Hospitals are probably 
farther apart today in their defini- 
tions of hospital services and facil- 
ities and in their usages of statis- 
tical information than they are in 
matters of purely accounting prac- 
tice. The treatment of the relation- 
ship of the newborn infant day to 
total patient-days is a case in point. 
In some hospitals the newborn in- 
fant day is considered the equiv- 
alent of an adult day; in other hos- 
pitals it is entirely ignored. Some 
say it is the equivalent of one-fourth 
of an adult day, others claim it is 
one-third. 

The Association is of the opinion 
that there should be greater uni- 
formity in the definitions of terms 
used in hospital financial reports 
and, as part of the proposed pro- 
gram, will attempt to create, inso- 
far as possible, an accounting and 
statistical nomenclature for hospi- 
tals. 

It is the intention of the Asso- 
ciation to set forth a uniform cost 
finding method which, in its appli- 
cation, can be expanded or con- 
tracted as the need may arise. 

The Association feels also that 
the small hospital, because of the 
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scarcity of trained accounting 
therein, urgently requires a simpli- 
fied, complete manual on hospital 
bookkeeping principles and _ proce- 


dures. The preparation of such a - 


manual, including sample book- 
keeping forms and records, will be 
another of our accounting projects. 

It is hoped that as an end result 
of the issuance of these revised and 
new manuals, sufficient uniformity 
will soon prevail in the accounting 
and statistical methods of hospitals 
to make possible periodical collec- 
tion and distribution of compar- 
able hospital financial and service 
data to all members. 


EDUCATION 


The Association will fall far 
short of its accounting and statis- 
tical objectives if it ignores the fact 
that many hospital accountants 
and bookkeepers are not sufficiently 
trained or experienced in account- 
ing principles to make best use of 
accounting manuals and _ other 
references. For this reason, special 
emphasis is placed on the second 
phase of the accounting program, 
namely, education and training. 

For the last five summers, exclud- 
ing the summer of 1943, the Asso- 
ciation has sponsored accounting 
institutes of five days’ duration, at 
the University of Indiana. The in- 
stitute held there this July covered 
the field of hospital cost account- 
ing and those who attended unan- 
imously stated that the sessions 
were of great benefit. Earlier in the 
summer, a very successful institute 
on basic hospital accounting and 
business procedures was held with 
the cooperation of the Texas Hos- 
pital Association. The American 
Hospital Association is planning to 
hold many similar accounting in- 
stitutes during the coming year. 

As the general accounting pro- 
gram progresses during the ensuing 
months, it is hoped that state hos- 
pital associations will provide time 
on the programs of their annual 
meetings for discussion of the ad- 
vances and new procedures in hos- 
pital accounting and statistics. I am 
on call to assist in planning such 
sessions and to participate in the 
discussions. 


As an aid to the hospital account- 
ant who cannot attend accounting 
institutes or who feels that he needs 





either more fundamental or de- 
tailed information than it is pos- 
sible to receive at a five-day insti- 
tute, the Association will attempt 
to make available correspondence 
courses (possibly operated by one 
of the schools now engaged in such 
work) on all phases of hospital ac- 
counting and statistics. 

The hospital accountant is not 
the only one who requires assist- 
ance. If we are to have an appreci- 
able degree of uniformity in hospi- 
tal financial statements, we must 
see that the public accountant 
who audits the records obtains a 
clearer picture of how hospitals 
differ from other organizations. 
There is too great a divergence to- 
day in the form in which public 
accountants prepare hospital bal- 
ance sheets and income and ex- 
pense statements, and the Associa- 
tion’s representative will meet with 
organized public accounting groups 
in an effort to correct these incon- 
sistencies. 


ADVISORY SERVICES 


The third major part of the As- 
sociation’s proposed accounting 
program, advisory and consultation 
services, means that the Association 
can be called upon, through the 
medium of the mails, to answer 
questions regarding accounting and 
statistical methods, procedures, 
proper handling of particular trans- 
actions and the like. Questions out 
of the ordinary will be referred to 
the Committee on Accounting and 
Statistics and possibly to othe 
authoritative groups before being 
answered. 

The Association is now drawing 
up a brief questionnaire to be sent 
to all member hospitals. In the 
questionnaire we ask, among other 
things, for a listing of accounting 
problems of individual hospitals 
and suggestions as to what we 
might do to help solve them. We 
need this information and, to a 
greater extent, we require continu- 
ing voluntary suggestions and rec- 
ommendations if the program is to 
succeed. 

We believe that it will succeed, 
and that its results will clearly show 
it to have been one of the most 
beneficial steps ever taken by the 
Association and its member hospi- 
tals. 
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The INTERN'S WELFARE— 


Whose RESPONSIBILITY? 


— WITH THE revolution- 
ary changes stimulated by the 
Flexner studies during the first dec- 
ade of the present century, under- 
graduate medical education has un- 
dergone gradual progressive modifi- 
cation. It was inevitable that the 
influence of an improved under- 
graduate medical curriculum would 
be reflected in the field of postgrad- 
uate medical training with the re- 
sult that more and more emphasis 
has been placed on the need for 
higher standards of intern and resi- 
dent training. 

Faculties of most medical schools 
have established and maintained 
standards of performance far above 
those established as minimal for 
accreditation. Medical research has 
played a major role in establishing 
higher ideals of medical education 
not only through the provision of 
increased knowledge of medicine 
but through the influence of the 
attitude of research-minded facul- 
ties on the organization and _ pres- 
entation of curriculum — subject 
matter. 

With the development of medi- 
cine due to research and to the ac- 
cumulation of knowledge through 
clinical experience, increasing de- 
mands have arisen for postgraduate 
medical education. The growth of 
resident training in the specialties 
and the greater realization of the 
demands for the training of special- 
ists have especially pointed the need 
for clearer definition of, and greater 
emphasis on, the objectives of the 
intern training program. 

In December, 1937, the Commis- 
sion on Graduate Medical Educa- 
tion was organized on the initiative 
of the Advisory Board of Medical 
Specialists. The report of this com- 
mittee which appeared in 1940 was 
published at an unfortunate time. 
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The acceleration of undergraduate 
medical training and the interrup- 
tion of postgraduate training for a 
large number of recent graduates 
made impossible a proper program 
of intern or resident training and 
the impetus of the report was not 
felt during the war. 


With the end of the war, however, 
we now have veterans returning for 
residency training in such numbers 
that the facilities of qualified hos- 
pitals are taxed to capacity. In many 
instances more residents have been 
accepted for training than are need- 
ed to staff the services and, in some, 
more than the number for which 
the hospital has adequate clinical 
material and other facilities to offer 
satisfactory training. 


While this situation is an unfor- 
tunate one from the standpoint of 
individuals seeking resident train- 
ing, it does offer hospitals an ex- 
cellent opportunity to perfect the 
organization of their intern and 
resident programs for the future. 
It is for the purpose of emphasizing 
the responsibility of hospital ad- 
ministration toward a critical re- 
examination of its intern program 
in the light of recent developments 
in medical education that this paper 
is submitted. 


The undergraduate curriculum 
in medical schools and the resident 
program have been so organized 
that responsibility for them is defi- 
nitely fixed. The former, under the 
jurisdiction of an organized medi- 
cal faculty, must conform to stand- 
ards of undergraduate medical edu- 
cation which have led to the estab- 
lishment of curriculums which ap- 





proach uniformity for all medical 
schools. ‘The residency, being a spe- 
cialty program, becomes the respon- 
sibility of a department of a medi- 
cal school or of a specialty staff of 
the hospital. The same cannot be 
said for the intern program. 

Even in those hospitals which are 
staffed entirely by the faculty of a 
medical school, the supervision of 
the training of the intern becomes 
largely the responsibility of the hos- 
pital administration. Whether the 
internship should be considered a 
part of the undergraduate or of the 
graduate program is a debatable 
question. The fact that a great ma- 
jority of students complete the reg- 
ular four year medical curriculum 
in schools which do not have facili- 
ties to offer intern training to an 
entire senior class means that mak- 
ing internship a part of the M.D. 
requirement places the school in 
the position of offering a year’s 
credit for work over which it has 
no direct supervision. 

It is evident that the internship 
must be so organized as to serve a 
twofold purpose. It must, first, as- 
sume an important and final role 
in the basic preparation for general 
practice. Second, it must com- 
plete the foundation for advanced 
training in a specialty. In a properly 
supervised and properly organized 
rotary internship there is no reason 
why both of these functions cannot 
be developed. In fact, the portion of 
training achieved in the fulfillment 
of one function should fortify the 
other. 

That the- internship should be 
primarily an educational experi- 
ence rather than solely.a period of 
clinical responsibility is recognized 
by all medical school faculties and 
hospital staffs offering a high grade 
internship. This means that the in- 
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ternship must be integrated closely 
with the undergraduate clinical 
clerkship and that too much of the 
intern’s time must not be monopo- 
lized by assignment to routine du- 
ties. A certain amount of his time 
should be set aside for supervised 
conferences, seminars and other in- 
structional activities. It is also im- 
portant that some free time be set 
aside in the working schedule for 
the individual to pursue lines of 
study dictated by personal inclina- 
tion and initiative. 

The internship must be recog- 
nized by the medical staff as one 
of its important responsibilities. 
This means that someone responsi- 
ble for the administration of the 
hospital must lead in the develop- 
ment and maintenance of the edu- 
cational program of the intern as 
well as in supervision of his clinical 
activity. Organization and direction 
of the internship by the hospital 
administration is just as definite an 
obligation as is the organization and 
direction of the undergraduate med- 
ical teaching program by the ad- 
ministration of the medical school. 


Assignments Are Short 


In many hospitals the interns 
rotate through many services, often 
devoting a period of no longer than 
a month to each. This has led to an 
attitude on the part of many hos- 
pital staff members resulting in the 
utilization of intern services largely 
in the capacity of technician and 
orderly. The intern’s assignment to 
each service is so short that he does 
not become trained to assume more 
than minor responsibilities, conse- 
quently no member of the staff and 
no department feels responsible for 
his training. 

Intelligent organization and di- 
rection of intern training calls for 
consideration of the entire curricu- 
lum of basic medical education 
which the internship is expected to 
complete. If at the termination of 
this basic program the individual 
is to be prepared to enter general 
practice he should be equipped to 
continue his medical education on 
his own initiative and as his own 
instructor, to a large extent, since 
his medical education must con- 
tinue throughout the rest of his pro- 
fessional life. 


He should be trained to find and 
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plan research undertakings, even 
though he may never engage in ac- 
tive research, in order that he may 
be able critically to consider new 
developments. He must have a 
broad knowlege of human biology 
in its entire relationship to medi- 
cine in order that he may intelli- 
gently utilize his training in a spe- 
cialized field of practice or in re- 
search. He must be capable of meet- 
ing all sorts of people with a high 
degree of understanding of social 
and psychiatric problems as well as 
strictly organic ones. These objec- 
tives are recognized in the design 
of the undergraduate medical cur- 
riculum. 


If the internship is to fulfill its 
proper function as a part of the 
basic program of medical education 
it must be planned with full appre- 
ciation of these objectives and of 
the methods of meeting them which 
are applied. in the undergraduate 
training. Certainly the quality of 
the practitioner is largely deter- 
mined by this crucial period of 
training. If the entire intern pic- 
ture throughout the country were 
to be taken into consideration a 
very small percentage of intern pro- 
grams would be found supervised 
by medical schools. It is frequently 
said that most internships offer a 
poor quality of training. This can 
be explained only on the basis of 
failure to fix responsibility for it. 


It must be admitted that facilities 
and staff in some hospitals are in- 
adequate for proper graduate train- 
ing of any sort. In many of them, 
however, poor intern training re- 
sults neither from lack of facilities 
nor from lack of available staff to 
conduct teaching programs. In most 
institutions organization and direc- 
tion of a good teaching program 
for interns can be had with proper 
leadership which must be provided 
by the hospital administration. 


It is not to be expected that the 
hospital administrator necessarily 
will be the active agent in the or- 
ganization and direction of graduate 
teaching. He should, however, be ex- 
pected to take the initiative in the 
selection of a competent member of 
the staff who will actively assume 
this responsibility. 

This individual may be the chair- 
man of the intern committee or any 
other interested and capable mem- 











ber of the clinical staff who already 
is familiar with the methods and 
objectives of medical education and 
who will devote sufficient time and 
study to its problems to enable him 
to outline and direct a program of 
intern training patterned to coordi- 
nate with the general undergradu- 
ate and postgraduate curriculums. 


While such an individual will not 
always be the outstanding member 
of the staff from the standpoint of 
achievement in his field, he must 
possess high qualifications in rela- 
tion to the field as well as strong 
enthusiasm for teaching. 


It should be his responsibility 
with the cooperation of the staff not 
only to give the sort of instruction 
which is incidental to intern assign- 
ments with respect to the medical 
care of patients, but to organize 
educational activities such as con- 
ferences, journal clubs and seminars 
and to promote the provision of li- 
brary and other facilities. 


Physicians Can Teach 


Most hospital staffs have a num- 
ber of physicians who are or can 
be good teachers. The chief prob- 
lem is for the hospital administra- 
tion to take the initiative m seeing 
that responsibility for intern teach- 
ing is delegated and conscientiously 
assumed. Just as medical faculties 
have assumed the responsibility for 
high standards in undergraduate 
teaching so the hospital staff should 
itself undertake the functions of a 
faculty in the improvement of its 
standards of intern teaching. To a 
degree, hospitals have always been 
educational institutions. In the fu- 
ture they will be expected to give 
much more consideration to this 
phase of hospital service than has 
ever been true in the past. 

The degree to which their staffs 
meet this obligation will be a major 
determining factor in elevating and 
maintaining standards of complete 
medical training and medical prac- 
tice. Only through the active recog- 
nition of its teaching obligation by 
the hospital staff can the institution 
honestly accept candidates for in- 
tern training. 

Finally, it is only through the de- 
velopment of teaching staffs in the 
hospitals that hope for eventual 
high type intern training through- 
out the nation can be realized. 
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ESPITE THE SPECTACULAR ad- 
D vance and utilization of mod- 
ern drugs, narcotics remain a basic 
element in the physician’s arma- 
mentarium. While they are as uni- 
versally used as any other related 
group, narcotics are subject to more 
laws, regulations and abuse than any 
other type of medication. Hospital 
administrators, staff members, in- 
terns, nurses and others concerned 
with the use of narcotics should be 
as familiar as the pharmacist with 
their legal and moral responsibili- 
ties in regard to the purchase, care 
and dispensing of these drugs. 


The Harrison Narcotic Law, en- 
acted by Congress December 17, 
1914, and later amended, imposes 
specific provisions upon persons 
manufacturing, prescribing, dis- 
pensing or using narcotics. Applica- 
tion of the law is administered by 
the Bureau of Narcotics of the U. S. 
Treasury Department, and is en- 
forced under the direction of the 
commissioner of the Bureau of 
Narcotics through regional offices 
located in the principal cities of 
the nation and its territories. Ac- 
tivities of these regional offices ex- 
tend into every section of the dis- 
trict for internal revenue collection. 
Details concerning legal questions 
may be obtained from these regional 
offices. 


Federal laws covering the subject 
may be found in a bulletin entitled 
“Regulation No. 5” issued by the 
Bureau of Narcotics.* 


The bureau defines the terms 
“narcotic,” “narcotics,” or ‘“nar- 
cotic drugs” to mean opium, coca 


leaves, or any compound, manu- 





*Regulation No. 5 Relating to the Im- 
portation, etc., of Opium or Coca Leaves. 
June 1, 1938, Superintendent of Documents, 
Washington, D. C., 15 cents. 
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facture, salt, derivative or prepara- 
tion thereof. Included in this defi- 
nition are liniments, ointments and 
other preparation which contain 
cocaine or any of its salts; alpha or 
beta eucaine or any of their salts; 
or any synthetic substitute. 


Exempt preparations are defined 
as preparations and remedies which 
do not contain in one fluid ounce 
(or in one avoirdupois ounce if 
solid or semi-solid preparation) 
more than the following: Two 
grains of opium, one-fourth of a 
grain of morphine; one-eighth of 
a grain of herion or one grain of 
codiene. Similar restrictions also 
apply to the use of salts or deriva- 
tives of any of these drugs. Lini- 
ments, ointments and other prepara- 
tions containing these drugs (ex- 
cept cocaine) which are intended 
for external use only are also ex- 
empted. 


On or before July 1 of each year, 
every person or institution han- 
dling narcotics must register with 
the district collector of internal 
revenue and, with the exception of 
federal, state, county and municipal 
hospitals and officials, must pay the 
special tax provided for various 
classifications. These classifications 
follow: 


Tax 
Person Liable Class Rate 
Importers, manufacturers, produc- 
ers, compounde’s .................-2-.-.-+- I $24 
Wholesale dealers......................c..00 II $12 
IRGOaNE CAO once sans Il $3 
Physicians, dentists, veterinary sur- 
geons, other practitioners............ IV $1 
Manufacturers of and dealers in 
exempt preparations.................... V $1 
Persons using narcotics in a lab- 
oratory for research, instruction 
ON ANNAN tee VI $1 


é 


Hospital pharmacies usually are 
carried in Class IV, although some 
state laws place them in Class III. 


When an institution is subject to 
tax, the head of the department us- 
ing narcotic drugs signs the applica- 
tion for registration. Between De- 
cember 31 and the date of applica- 
tion a complete inventory of nar- 
cotics on hand must be listed on 
Form 713. Copies of this form may 
be obtained from internal revenue 
collectors. The original inventory 
must accompany the application, 
and a copy must be kept on file by 
the applicant for two years. Tax 
stamps must be posted conspicu- 
ously in the hospital. 


Those persons or institutions reg- 
istered according to law may pur- 
chase stock narcotics only upon 
presentation to the dealer of a writ- 
ten order form. A book of order 
forms may be purchased from the 
collector of internal revenue for ten 
cents. The signature of the individ- 
ual who signed the application for 
registration must appear on the 
purchase form. Stamped or typed 
signatures are not acceptable. Any 
alteration of the signature auto- 
matically voids the form. 


Unused order forms should be 
returned to the collector for can- 
cellation. Forms lost or stolen must 
be reported to the commissioner of 
narcotics, Washington, D.C., with a 
listing of the serial numbers. Pur- 
chase of narcotics should be limited 
to a one-month supply. 


Officials of the United States, 
District of Columbia, any state, ter- 
ritory or insular possession of the 
United States, and officials of any 
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county, municipality or any other 
political subdivision who, in the 
exercise of their official duties han- 
dle narcotics, are exempted from 
the registration tax and the use of 
order forms described above. Each 
such person must file annually with 
the district collector a certificate 
from a superior official showing his 
status. The collector will then issue 
certificates to be used in lieu of the 
purchase orders. 


Upon receipt of a shipment of 
narcotics, the head of the hospital 
or the department in which the 
narcotics will be used must enter 
the date, type, amount and lot num- 
ber in the stock narcotic register. 
Stamping of the date of receipt 
upon containers ensures use of 
older stock first. 


Upon receipt, narcotics are stored 
in a safe or cabinet and made se- 
cure by two locks to which only the 
pharmacist or other responsible 
person has the keys. 


As addicts will leave no stone un- 
turned to gain entry, proper safe- 
guarding of stock supplies is of ut- 
most importance. This is particu- 
larly necessary since smuggling has 
become so well controlled. Inas- 
much as all opium and coca leaves 
are imported, addicts are having a 
much harder time obtaining them 
through the usual illegal channels. 
An inventory of stock narcotics 
should be made at least once a 
month. 


Figure 1 is a suggested narcotic 
stock record, in which each type of 
narcotic is listed on a separate page. 





FIG. 2—WARD NARCOTIC RECORD 
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The nurse in charge of a floor 
or ward should prepare a requisi- 
tion for not more than a week’s 
supply to be approved by the re- 
sponsible official. This requisition 
is presented to the pharmacist who 
has the receiving nurse sign the 
stock record book (see Fig. 1). Nar- 
cotics received by the nurse are then 
entered on the floor (or ward) nar- 
cotic record (Fig. 2), each type to 
be listed on a separate page. 


The charge nurse should take a 
daily inventory of narcotics on the 
floor for which she is responsible. 
Since this means counting each tab- 
let, the tablets should perferably be 
placed in capsules in multiples of 
five to facilitate handling. This 
floor supply must be kept under 
lock and only the nurses adminis- 
tratively designated should possess 





FIG. 1—STOCK NARCOTIC RECORD 
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a key. The nurse administering the 
drug should fill in the information 
under “Issued To” in the ward 
narcotic record (Fig. 2). 

Physicians ordering narcotics must 
sign the order on the patient’s chart 
or furnish a prescription to become 
a part of the clinical record. Tele- 
phone and oral orders for narcotics 
are acceptable only in emergencies. 
Under these circumstances, the phy- 
sician must sign the chart not more 
than 24 hours later. 

Narcotics used for outpatients 
shall be by prescription which is 
filled by the pharmacist. The refill- 
ing of these prescriptions is pro- 
hibited. 

Narcotics may be furnished to 
addicts for treatment purposes only 
by a_ registered physician who 
should issue prescriptions for this 
purpose. The responsibility for the 
proper prescribing and dispensing of 
narcotic drugs rests upon the prac- 
titioner, but a corresponding lia- 
bility rests with the pharmacist who 
fills the prescription. 

Excess and undesired narcotics 
may be disposed of by shipment, 
charges prepaid (shipments by mail 
are not permitted) to the narcotic 
supervisor of the district. The ship- 
per notifies the narcotic district 
supervisor when the shipment is 
made, giving a description of the 
container and enclosing a copy of 
the inventory of the contents. One 
copy of the inventory must be kept 
on file by the shipper for a period 
of two years. 

Excesses should not be allowed 
to accumulate. Purchases are to be 
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kept down to current needs based 
on actual requirements. A 30-day 
supply is considered adequate and 
a 60-day supply excessive. Dealers 
have been officially requested to 
make no sale of morphine or co- 
diene exceeding 10 ounces or 10,000 
tablets to any hospital, clinic or 
sanitorium. 

Narcotic preparations which have 
deteriorated or have otherwise been 
rendered unfit for use may be de- 


stroyed in the presence of a narcotic 


inspector or agent who is specifically 
authorized in writing by the com- 
missioner of narcotics to witness 
such destruction. 

When, through theft, breakage 
of the container, or other accident, 
narcotics are lost or destroyed, the 
person having title to these drugs 
must sign an affidavit describing the 
kinds and quantities lost, with full 
details of the circumstances in- 
volved. The affidavit is forwarded 
immediately to the narcotic district 
supervisor, a copy being retained 
and filed with the other narcotic 
records of the sender. 

An employee will not himself 
incur liability to tax so long as he 
acts solely within the scope of his 
employment. The employer (per- 
son or institution), however, must 
have complied with registration re- 
quirements. An employee who, 
within or without the scope of his 
employment, does any unlawful act 
will be held personally liable. 

The hospital pharmacist usually 
is considered the employee or agent 
of the institution, and therefore is 
not personally required to register. 
He is permitted to manufacture 
or compound narcotic preparations 
solely for the use of hospital pa- 
tients. 

Interns and resident physicians, 
like practitioners, should be regis- 
tered. In circumstances where in- 
terns are employed prior to eligibil- 
ity for registration, then responsi- 
bility in regard to narcotics is that 
of other hospital employees in that 
they may be designated as agents for 
the hospital. 

Nurses are regarded as agents of 
the practitioners or institutions 
under whose direction or supervi- 
sion their duties are performed. 
They are not permitted to register 
nor are they permitted to be in pos- 
session of narcotic drugs except as 
such agents. 
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IMPORTANT “DON'TS” FOR THE 
PHARMACIST 


DON’T leave prescription pads around. Caution the doctors you sup- 
ply. sess Addicts want them for effective narcotic forgeries. 


DON’T leave narcotics exposed near your wrapping counter. ~yy¥y7¥ 
Drugs disappear this way. Check receipts on your order forms. 

DON’T accept a narcotic prescription written in pencil. syy¢y¥ It is 
not a valid order even when written by a physician. 

DON’T fail to scrutinize prescriptions when written thus: Morph. 
HT 4 # X or Morph. HT 4 # 10. ¥¢5¥% Several Xs or zeros can 
be added to raise amounts. Spelling or brackets obviate this pos- 
sibility. 

DON’T leave the key inserted in the lock of your narcotic cabinet. 

Keep cabinet locked. yysrxs Make it harder to effect robberies. 
Keep excess stock in a safe if possible. 


DON’T place your narcotic stock where it is accessible to others. 
verse Avoid storage near sink or toilet. Customers may ask to use 
these. 

DON’T leave anyone alone in the back of your pharmacy if you can 
avoid it. yxyrvr Cabinets have been pilfered this way. Addicts pose 
as salesmen or ask to use-your back room. 

DON’T become rattled by a rush request to fill a narcotic prescrip- 
tion yyxxy¢ Claim for emergency use may be made to create con- 
fusion and pass a forgery. 

DON’T be taken in by a person wearing a white uniform presenting 
a narcotic prescription. yrvvvx Addicts have posed as nurses to 
mislead pharmacists and place them off guard. 

DON’T fill telephone orders for narcotics unless you are assured that 
prescription will be available upon delivery. yxyz7x Bogus doctor 
calls are made to effect delivery to addicts. 

DON’T fill prescription for unusual quantities of narcotics unless 
checked with physician. yyyx¢ Diversion to addicts is a profitable 
business. 

DON’T hesitate to call the physician about a narcotic prescription 
you may be questioning. yryrv" The pharmacist is held responsible 
for filling forgeries. The doctor’s cooperation should be sought. 

DON’T supply a doctor with his office narcotic needs on a prescrip- 
tion blank. yxy¥¢x¢ The law requires him to use an official order 
form filled by a wholesaler. You can fill them for solutions up to 
1 OZ. 20 per cent. 

DON’T dispense any exempt narcotics without keeping a record. 
yevrxe You must account for the distribution of your purchases. 
DON’T break the law to accommodate others or for business ex- 
pediency. yrvxye Explain the regulations. The customer or phy- 

sician will cooperate if he sees the point. 

DON’T hesitate to call the Narcotic Bureau to get or give informa- 
tion. It will be held strictly confidential. 
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THE BASIC PRINCIPLES governing the relationship be- 
tween hospitals and Blue Cross plans which appeared 
in the August issue of HospiraLs now stand as the 
official policy of the Association. Approval by the House 
of Delegates gives final authority to the recommenda- 
tions which originated in a committee composed of the 
Council on Administrative Practice and representa- 
tives of Blue Cross plans. 

Principles deteriorate to platitudes unless they are 
given life. The ultimate extension of prepaid hospital 
care will come from a determination to extend the 
cooperation between hospitals and plans which has 
been the cornerstone of the Blue Cross movement. Such 
a policy will be implemented by the activation of the 
principles of the relationship now established. The 
responsibility for working out policies and procedures 
in accordance with the recommended principles rests 
within the local area, an essential element of Blue Cross. 
Real strength and accomplishment comes through this 
autonomous action by the hospitals and the plans 
making cooperative decisions to meet their own par- 
ticular needs. 

The American Hospital Association recognizes its 
increased responsibility in the whole prepaid care 
movement. The membership, and this includes both 
plans and hospitals, should and does look to the Asso- 
ciation for direct assistance in working out mutually 
satisfactory solutions to the problems which confront 
them. It is not likely that any endeavor so significant 
to the welfare of the people as that in which we are 
engaged can escape the unrest and upheaval pre- 
dominantly a part of present day life. 

More than 24,000,000 subscribers to Blue Cross and 
the employers and representatives of employees have 
been “sold” on the idea that individual hospitals have 
joined together to make possible the service rendered. 
These millions of people have been impressed with the 
Blue Cross insignia because it indicates hospital sup- 
port through approval by the American Hospital Asso- 
ciation. The effect has been to enhance greatly the 
position of the hospital in the mind of the community, 
to give the plans stability at the start and the continu- 
ing benefit of direct hospital participation and support. 
In essence, this has constituted the underlying factor 
which, in the minds of the public, differentiates Blue 
Cross from commercial insurance. 

Blue Cross plans have had successful leadership by 
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strong personalities. The director of the plan commis- 
sion since the inception of Blue Cross, has made an 
initial contribution which will be lasting in its effect. 
The resignation of C. Rufus Rorem comes at a time 
when particular thought is being concentrated upon 
the activities of the commission—an appropriate time 
to think also of the future role of the American Hos- 
pital Association. 

The question of how the Association can most effec- 
tively further the aims of the Blue Cross movement is of 
immediate concern to the whole membership. Certainly 
there has been need for restudy and revision of the basis 
and method of plan approval. Assistance can be given 
in implementing the principles guiding the relation- 
ships between plans and hospitals. Research and recom- 
mendation can be undertaken further to arrive at more 
satisfactory bases for reimbursement of hospitals by 
plans, such recommendations to take full cognizance of 
the fact that plans have a responsibility for trusteeship 
of funds equal to that of the hospital. The means can 
be devised for an improved coordination of the Blue 
Cross Commission with all other functions of the Asso- 
ciation and its councils and committees so as to give the 
full weight of the Association’s support. A joint pro- 
gram can be undertaken to acquaint and inform hos- 
pitals concerning Blue Cross plans, their problems and 
their efforts, and this would make available to Blue 
Cross plans all information concerning hospitals which 
is of mutual concern and importance to their successful 
operation. A thorough study can be made and a pro- 
gram worked out so that the Association can cooperate 
to inform the whole people and their governments of 
Blue Cross plans and of the service which may be de- 
rived from the hospitals forming these plans. 

It should be reiterated that the Blue Cross voluntary 
prepayment plan is one of the fundamental planks in 
the three-point program of the Association. The time 
and the circumstances call for careful thinking and 
planning and the sincere strengthening of cooperative 
action between hospitals and Blue Cross plans. This 
will not be accomplished by either the plans or the hos- 
pitals alone, but will only result from the manifestation 
of an intense desire to allow nothing to stand in the 
way of accomplishment of their common purpose for 
better distribution of hospital care to the people of this 
country. 





Example of Leadership 


To ESCAPE seemingly certain strangulation by mul- 
tiplying slums, Michael Reese Hospital of Chicago 
has turned to civic leadership to find the answer to 
what otherwise would seem to be an insoluble prob- 
lem. Hemmed in by sprawling heavy industries and 
deteriorated, densely packed residential districts, the 
hospital has taken the leadership in creating a master 


HOSPITALS 














plan for redeveloping seven square miles surrounding 
its present location on the lake front of Chicago. 

To create this plan, the hospital employed a plan- 
ning staff under the direction of Reginald R. Isaacs, 
architect, with Walter Gropius of Harvard University 
as architectural consultant. It has created a nonprofit 
community organization to act as the corporate coor- 
dinating agency. The movement is understood to have 
the support of the Catholic Archdiocese, the Urban 
League, labor organization officials, railroad execu- 
tives, real estate men and the City Planning Commis- 
sion. 

A new Michael Reese campus with its own low-cost 
housing facilities, according to the projected outline, 
will be surrounded by an area in which the land will 
be used in an organized pattern. As the plan develops, 
it is contemplated that one area will be devoted to 
the graphic arts, while another will house industries 
requiring loft space. These would adjoin parking areas 
and recreational facilities. Elsewhere in the affected 
area will lie the new Illinois Institute of Technology. 

Many bridges will be crossed and difficult questions 
answered before the pattern of a reclaimed area can 
begin to take shape. ‘The significant point, however, is 
that a voluntary hospital has assumed leadership in 
civic affairs, in order that it may survive to continue 
its ministrations in an area of need. 

This type of program represents a high development 
of a hospital’s public and civic relations. It represents 
the attitude that provides strong cohesion between 
the hospital and the community. Following this pat- 
tern, the hospital undertakes to control circumstances 
for the public good, rather than to accept as irremedi- 
able adverse conditions that come its way. 
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Integration, Voluntary 


AN ASSOCIATION MEMBER, Calling at the headquarters 
office recently, said that he was opposed to the Hill- 
Burton Act and all the changes called for in establish- 
ing an integrated hospital system. 

It will be a sad day, he said in effect, when some gov- 
ernment official can call around with a padlock for the 
front door and with a sign that reads: “This hospital 
does not quite fit into our master plan and so it must 
be closed.” 

Reading only the Hill-Burton Act’s outline of proce- 
dure, or the Bachmeyer Report’s list of conclusions, 
it is perhaps possible to see some evils that do not exist, 
and even to overlook the ultimate purpose of changes 
now being proposed. 

Actually the Hill-Burton Act authorizes no new com- 
pulsion. No hospital can be closed by the order of any- 
one except its board of trustees. What may be expected 
to happen is this: Nearly all existing hospitals will fit 
naturally into a statewide plan. Some of them will be 
able to expand with the help of federal funds. A com- 
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paratively few will find that, in their present locations, 
they do not fit into the plan. 

Somewhere in this connection the question is bound 
to be raised: What is a hospital; is it a building or an 
organization that occupies a certain building? It is true 
that some hospital buildings will be abandoned, but it 
is inconceivable that a well established hospital organ- 
ization will not be able to find a place in any integrated 
plan that is built on community needs. The number 
of new facilities required will far exceed the number 
to be abandoned. ‘The moving of an old organization 
into brand new facilities would not be considered a 
hardship by many people, especially if the new quarters 
are built in part with federal funds. Meantime no one 
has authority to close the old quarters if the occupants 
wish to stay. 

A fear of regimentation on the part of hospital ad- 
ministrators is a healthy fear. It has been said again and 
again that there will be no regimentation if the volun- 
tary hospitals find a way to do their own planning to 
provide adequate care for all the people, and the pur- 
pose and motivation of this whole movement are just 
that. 
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Nurses and Aides 


FoR A LONG TIME the theory that nurses should be 
relieved of many routine duties has been advocated by 
some nurses and hospital administrators. With a con- 
tinuing shortage of graduate nurses and a continuing 
rise in the cost of hiring those still available, nearly 
all argument against the employment of more nurse 
aides has subsided. 

This moves the discussion into a new area. It is 
widely assumed that the nurse of tomorrow will more 
or less direct a team of nurse aides. It is also assumed 
that nursing aide service will have to be standardized 
and regulated. The need for such regulation has not 
been overlooked by the nursing profession. 

There is much yet to be learned about recruiting, 
training and distributing a new army of auxiliary 
workers. Will they not more nearly resemble maids 
than nurses? Will theirs be a trade or a profession? 
In either case, when a pattern is finally set, will there 
be any logical reason why organized nursing should 
assume the major responsibility of recruitment, train- 
ing and distribution? Certainly there is not much 
precedent for one occupational group directing the 
affairs of another. 

Meantime, it is not too soon for hospital adminis- 
trators, through their state associations, to take an 
active interest in all proposed legislation for the li- 
censing of nurse aides. The purpose should not be 
to gain control of the regulatory machine, of course, 
but simply to see that state regulation is so framed 
as to insure the best care for hospital patients at a 
cost which will be within reach of the public. 
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Reconversion Pattern jor 


RED CROSS CARE 


O DUPLICATE THE PATTERN estab- 

lished in negotiations with the 
American Medical and Dental asso- 
ciations and the U. S. Public Health 
Service, American Red Cross ofh- 
cials are seeking early agreement by 
the American Hospital Association 
on a working understanding for hos- 
pital care of disaster victims. 

The tentative draft, submitted by 
Red Cross Medical Director Dr. 
Courtney Smith to the Association 
Council on Professional Practice, 
would establish a basis for agree- 
ments on rates and services between 
the Red Cross and individual hos- 
pitals. Such a joint understanding 
would be the basis for developing a 
system of payments, possibly on a 
reimbursable cost formula similar to 
that used by government agencies. 
It also might be the basis for more 
active hospital participation in local 
disaster preparedness planning. 

The Hospital Committee of the 
American National Red Cross Ad- 
visory Board on Health Services will 
be asked to review and make rec- 
ommendations on the suggested 
agreements with hospitals during a 
proposed meeting in November. 

With termination of the war, the 
Red Cross is reemphasizing its disas- 
ter preparedness program and will 
seek to preserve elements of the 
government sponsored wartime 
Emergency Medical Service and to 
tie them into each community disas- 
ter organization. 

Members of the hospital commit- 
tee are Dr. Basil MacLean, Strong 
Memorial Hospital, Rochester, N.Y., 
chairman; George Bugbee, Amer- 
ican Hospital Association, Chicago; 
Dr. Lewis E. Jarrett, Tulane Uni- 
versity, New Orleans; the Rev. Al- 
phonse Schwitalla, Catholic Hospi- 
tal, Boston; Arthur Will, Los An- 
geles City Hospital. 

This development in the hospital 
field is expected to become part of 
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the reorganization pattern which 
was developed by the Red Cross’ 
present governing body, the Central 
Committee, at its September meet- 
ing in Washington. The national 
group has proposed changes to the 
igor, charter which, it is believed, 
will bring about a more democratic 
organization. ‘The recommended re- 
visions will have to be approved by 
Congress before becoming effective. 
The revisions provide for increased 
representation from chapters and 
the public at large on the national 
governing body, and provide for 
membership participation in all 
chapter operations in the local 
groups. 

Most significant changes recom- 
mended by a special advisory com- 
mittee include: 

» Expansion of the governing board 
from the present 18 to 50 members, 
30 of whom would be drawn from 
local chapters through nomination 
and election, and 12 of whom would 
be elected to represent the national 
interests at large.’ 

>» A provision allowing establish- 
ment of committees chosen by the 
chapters within each state for liaison 
with state relief, health and welfare 
agencies. 

» Asystem of regular rotation in of- 
fice of governing bodies in chapters 
as well as in the national organiza- 
tion. 

p» Discontinuance of the Board of 
Incorporators provided for in the 
1go5, charter. 

» A provision enabling any 25 mem- 
bers to appeal to the national or- 
ganization basic grievances as to 
matters of chapter procedures. 

» Separate audit of accounts of lo- 
cal chapters as well as of the na- 
tional organization. 


» Elimination of present classifica- 
tion of memberships according to 
sums contributed. 

Several Red Cross programs 
which were developed during the 
war are now being carried on as 
peacetime activities. One of the 
more important is the continuation 
of wartime blood donor service. At 
the end of September three state- 
wide plans were in operation. 

Michigan pioneered statewide 
programs in September 1943. Spon- 
sored by the state’s health depart- 
ment and assisted by Red Cross 
chapters, Michigan now supplies 
plasma, and eventually plans to 
provide whole blood and_ blood 
derivatives, without charge, to hos- 
pitals and physicians. : 

North Dakota followed in July 
1944. Financed by funds appro- 
priated by its legislature, the 
department of health supplies 
dried plasma. Massachusetts’ state- 
financed program provides plasma 
fractions in addition. A modern, 
well-equipped laboratory for use in 
the program is near completion 
there. 

Blood programs are also in op- 
eration in Los Angeles County, 
Calif.; Detroit; Ouachita Parish, 
La., and Conway, N. H. (covering 
six counties in New Hampshire 
and one in Maine). Localities where 
programs will be initiated soon in- 
clude New York City; Riley County, 
Kans.; Essex County, N. J.; Con- 
cord, N. H.; San Jose and San 
Diego, Calif.; Tucson, Ariz.; Du- 
buque, Iowa; Morristown, N. Y., 
and Danbury, Conn. 

Red Cross participation in blood 
programs require that: 

1. Blood and blood derivatives 
produced must be furnished with- 
out charge to physicians, hospitals, 
clinics and patients within the area 
served; 

2. Costs of collection, processing 
and distribution must not be 
charged to patients; 

3. Programs must be sponsored 
by a recognized medical or health 
agency and must be approved by ap- 
propriate health department, med- 
ical society and hospital agency; 

4. Technical operations must be 
conducted in accordance with stand- 
ards approved by an advisory group 
of specialists in the field of blood 
and its derivatives. 
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Initial supplies of war surplus 
dried plasma have been distributed 
through the American Red Cross to 
Veterans Administration, USPHS 
Marine hospitals and state depart- 
ments of health for distribution in 
the states without charge. It is 
estimated that sufficient supplies yet 
remain to fill states’ needs until the 
early part of 1948. A total of 1,250,- 
000 packages of plasma were de- 
clared surplus and were processed 
from more than 13,000,000 pints 
donated during the wartime Red 
Cross blood program for supply to 
the military forces. 

Within Veterans Administration 
activities, Red Cross participation 
is rapidly expanding. There are 79 
VA hospitals with Red Cross field 
directors in residence. Placement 


is made at the request of the hospi- 
tal manager. Paid personnel stimu- 
late and coordinate volunteer serv- 
ices in the hospitals. They also as- 
sist with distribution of supplies 
supplementary to VA issue, when 
requested by the hospital manager, 
to cheer and comfort patients. 
These articles are provided by the 
production corps, Red Cross com- 
munity services to camps and hospi- 
tals, and the Junior Red Cross. 

In addition to maintaining these 
field directors on permanent duty 
at the hospitals, Red Cross has 
claims service field directors sta- 
tioned at VA regional offices who 
regularly visit hospitals to assist 
veterans in developing and filing 
claims for government benefits. 

Veterans Administration, with its 


own staff, does not utilize Red 
Cross medical and psychiatric case 
workers. 

Perhaps best known of American 
Red Cross activities in time of war 
is service to the armed forces. Field 
directors, medical and_ psychiatric 
social workers and_ recreational 
workers ‘served at domestic and 
overseas military installations, sup- 
plementing the medical and welfare 
programs of the service branches. 
At the peak of activities, 692 over- 
seas hospitals were operated by the 
Army, with Red Cross staffs in all 
general and station hospitals, and 
in many field and evacuation hos- 
pitals. In peacetime the Red Cross 
is continuing social case work and 
recreation in army and navy hos- 
pitals. 





The Architect and the Hospital 


THERE ARE THREE REASONS Why 
the subject of hospitals and their 
architects looms large at this time; 
one reason is of national impor- 
tance, one is professional, and one, 
I must admit, is highly personal. 

The personal reason points up 
in one’s mind the importance of 
both the necessity for carrying out 
an extensive and integrated public 
health program and the necessity 
of employing the best architectural 
and engineering talent in the coun- 
try to design the hospitals and 
health centers. 

As this is written it seems that the 
Congress may take definite action 
on Senate Bill 191 before the session 
ends this summer. This bill pro- 
poses a plan for developing a hos- 
pital and health center program 
that would more adequately serve 
the nation by providing facilities 
‘that would reach from the great 
medical centers in the big cities to 
the rural communities in a coordi- 
nated and comprehensive way. It 
is concerned with providing the 
physical facilities for both the pre- 
vention and the treatment of dis- 
ease. 

The necessity of employing the 
best available talent for hospital 
planning is realized by the medical 
protession, the American Hospital 
Association and the architectural 
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profession. ‘The American Hospital 
Association is to be heartily com- 
mended for its efforts to see that 
only competent architectural and 
engineering firms are employed in 
this highly specialized and_tech- 
nically complicated field. And the 
A.I.A. should assist in this effort in 
every way consistent with the ethics 
and policies of the profession. At 
the recent A.I.A. convention the 
question of prepared lists of archi- 
tects competent to design hospitals 
was settled. (Architectural Record, 
July 1946, p. 144.) There was no 
assertion in the debate that all regis- 
tered architects were equally com- 
petent to design hospitals. That ob- 
viously would be ridiculous. The 
point, in disapproving the publica- 
tion of lists of hospital architects 
(largely on the basis of having pre- 
viously designed hospitals) was that 
such lists would tend to preclude 
the employment of brilliant, com- 
petent, imaginative and ingenious 
architects merely because their ex- 
perience was previously in other 
fields. ‘Through research, vicarious 
experience, published hospital stud- 
ies, conference, consultants and the 
application of their creative abili- 
ties, firms which had never before 
designed a hospital could conceiv- 
ably produce the most effective de- 
signs. And this does not belittle the 


value of experience in the hospital 
field. 

One form of experience is that 
of being a patient (recently enjoyed 
by the writer). And in the final 
analysis hospitals are for patients, 
as well as for doctors, nurses, dieti- 
tians and administrators. Through 
such an experience (which I recom- 
mend be vicarious but thoughtfully 
and sympathetically analytical), the 
architect can determine room sizes, 
relation of beds to windows, loca- 
tions and types of lighting fixtures, 
nurses’ call systems, sound control, 
and all the conveniences and com- 
forts that contribute to the speedy 
recovery of the patient. There is 
still much to be learned and present 
standards should serve as spring- 
boards to constant improvement. 
Present standards are worthy of 
most conscientious study and the 
results of research presented in pub- 
lished form are of inestimable value. 

Hospital design offers a challenge 
to the best thought of the profes- 
sion. It is a field not to be entered 
lightly but soberly, imaginatively, 
solemnly and -in the fear of God— 
but with the knowledge that a job 
well done is a major contribution 
in the service to humanity.—KEn- 
NETH K. SroweELL, Editor, Archi- 
tectural Record. (Reprinted from 
August 1946 issue.) 
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The FUND SOURCES Change 
in Hospital CONSTRUCTION 


ESS THAN 75 years ago, in 1873, 
es eight years after Pasteur pre- 
sented his theory of the causation 
of disease, there were only 178 hos- 
pitals in the United States, accord- 
ing to Dr. J. N. Toner, who pub- 
lished in that year—in cooperation 
with and under the auspices of the 
United States Bureau of Education 
—a pamphlet entitled “Statistics of 
Regular Medical Associations and 
Hospitals in the United States.” 

The part of this study dealing 
with hospitals lists the 178 hospitals 
of all types that were in existence 
that year. This record also indicates 
that there were only 49 hospitals 
prior to 1850 and only 17 prior to 
1825. Of the 178 hospitals, 83 were 
public hospitals, 39 were under pri- 
vate auspices, and 56 did not report 
auspices. (Dr. Toner apparently 
had difficulty even in 1872-73 in get- 
ting complete reports from the hos- 
pitals. Perhaps the administrators 
in those days were as harassed with 
questionnaires as are present day 
administrators.) The 178 hospitals 
had approximately 35,000 beds. 
There is no record of the value of 
these facilities and it is necessary to 
estimate the investment. A conser- 
vative estimate of $2,000 per bed 
gives a total of $70,000,000 as in- 
vested at that time in hospital fa- 
cilities of all types in this country. 


Small Bed Ratio 


An analysis of the individual hos- 
pitals listed in this study indicates 
that there were approximately 91 
general hospitals in operation, but 
it is difficult to tell in all instances 
exactly what type of service was 
rendered. These g1 general hospi- 
tals had approximately 16,000 beds. 

From a paper presented at the Carolinas- 


Virginias Hospital Conference May 23, 1946, 
Greenville, S.C. 
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The population of the country, as 
listed in the 1870 federal census, 
was 38,500,000, and so there were 
.4 beds per thousand population at 
that time in general hospitals. 

A little later, with the develop- 
ment of surgical techniques, the 
physician trained in surgery was 
forced to provide a place to practice 
this specialty, which resulted in the 
provision of capital funds for hos- 
pital construction from loans or is- 
suance of stock. Usually a physician 
was the leader in the organization 
of a private stock corporation and 
he, his associates and friends in the 
community purchased stock in the 
corporation and in this way pro- 
vided funds for a hospital. 

Dr. C. Rufus Rorem, in his re- 
port to the Committee on the Cost 
of Medical Care, “Capital Invest- 
ments in Hospitals,” shows that in 
1928 the investment in 7,000 hospi- 
tals of all types with go5,000 beds 
was more than three billion dollars. 
In 1945 there were 6,511 registered 
hospitals with 1,738,944 beds, and 
496 unregistered hospitals with 16,- 
172 beds. If go5,000 beds were val- 
ued at three billion dollars in 1928, 
the average investment per bed was 
approximately $3,300. If we apply 
the 1928 investment per bed figure 
of $3,300 to the 1945 bed capacity 
of 1,755,116, the present investment 
in hospitals of all types approxi- 
mates six billion dollars. On a re- 
placement value basis the invest- 
ment is much higher, approximat- 
ing twelve to fifteen billion dollars. 
(Seventeen architects polled by 
HosPIiTALs magazine reported in the 
May 1946 issue that on the present 
market the cost per bed for new 


construction is estimated at $8,000, 
without homes for nurses.) 


These figures are crude estimates 
and should be so treated. In any 
event, there is a tremendous invest- 
ment in hospitals in this country 
which has been provided by the 
people through voluntary contribu- 
tions, taxation and payment for 
service. During the past 73 years 
there has been an increase in cap- 
ital investment in hospitals in this 
country from approximately 70 mil- 
lion dollars to more than six billion 
dollars. 


Almost a Million 


In 1945 there were 922,546 beds 
in registered general hospitals in 
the United States. Of this number, 
476,075 or 51.6 per cent were in 
federal general hospitals owned and 
operated by the federal government 
for the Army, Navy and veterans. 
Excluding the federal general hos- 
pital beds, there were 446,574 regis- 
tered general beds serving the ci- 
vilian population. These beds were 
divided by ownership, 28 per cent 
state, county and city governments; 
27.7 per cent religious bodies; 35.9 
per cent nonprofit corporations or 
associations; and 8.3 per cent indi-, 
viduals and private corporations. 
On a conservative basis of $3,300 
per bed as an estimated cost, the 
investment in these general beds for 
civilian use was $1,475,000,000. 

During the period 1935-45 there 
has been a shift in the ownership of 
general hospital beds in this coun- 
try as indicated in the American 
Medical Association register of hos- 
pitals covering these two years. In 
1935, of the total registered general 
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beds, exclusive of federal general 
beds, 13 per cent were operated on 
a proprietary basis by stock corpo- 
rations, individuals or partnerships. 
In 1945, on the same basis, only 8.3 
per cent of the registered general 
beds were thus controlled. Beds 
under nonprofit control increased 
from 33 per cent in 1935 to 36 per 
cent in 1945. The state, city and 
county general beds made up 26 per 
cent of the total general beds in 
1935 and this percentage had in- 
creased to 28 per cent in 1945. Indi- 
vidual or proprietary control of hos- 
pitals has reached a position of 
being almost non-existent and, with 
higher costs and increased demands, 
it is felt that private funds will be- 
come more and more a minor factor 
in providing hospital facilities. 


Ownership Changes 


In 1925 when the Duke Endow- 
ment entered the hospital field in 
the Carolinas, 51.7 per cent of the 
general hospital beds in the two 
states were in proprietary hospitals; 
in 1944, only 6.3 per cent were in 
this category. This change in the 
ownership and control of general 
hospital beds in these two rural 
states has perhaps been faster than 
the change for the country as a 
whole because of the impetus given 
the development of nonprofit and 
community hospitals by the assist- 
ance available from the Duke En- 
dowment in the purchase of pri- 
vately owned plants for the purpose 
of converting them into nonprofit 
community hospitals. The Duke 
Endowment during the past 18 
years has assisted in the purchase 
of 147 privately owned hospital 
plants for conversion to a nonprofit 
basis. These transactions involved a 
total capital outlay of $1,926,000 
and the Duke Endowment provided 
40 per cent of the cost of these pur- 
chased plants. The remaining 60 
per cent was provided by general 
contributions, bond issues, city and 
county appropriations, and by the 
Catholic church. The owners of 
these privately operated hospitals 
made contributions toward the pur- 
chase in varying amounts up to 50 
per cent of the cost. 

During the 1925-1944 period, 26 
new hospitals were constructed in 
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the Carolinas with the assistance of 
the Duke Endowment. Of this num- 
ber, seven replaced obsolete plants 
and 19 were new hospitals in com- 
munities where no facilities had 
existed. The original cost of these 
26 new units was financed 37 per 
cent by the Duke Endowment and 
63 per cent from other sources. An 
analysis of the other sources of the 
capital funds for the financing of 
these new units indicates that 16 
were financed by general contribu- 
tions, seven were financed by bond 
issues and general contributions, 
one hospital received a state appro- 
priation, and two were assisted by 
county and city appropriations 
without the issuance of bonds. 

The capital funds for 43 hospi- 
tals, new and purchased, came 38.6 
per cent from the Duke Endow- 
ment and 61.4 per cent from the 
other sources named above. The to- 
tal original cost of these new units 
and purchased plants was $5,554.- 
000. 


Assist Poorer Sections 


There is a trend now under way 
which indicates that tax funds are 
to be used more and more for both 
capital financing and operating 
purposes in our hospitals. The 
problem of providing adequate hos- 
pita] facilities has become so large 
and the need, demands and cost so 
great that the local, largely rural, 
communities where the needs are 
greatest are unable to meet the 
problem on a voluntary basis. The 
State of North Carolina, by legisla- 
tive action, has made provision for 
the payment of one dollar per day 
to nonprofit hospitals for the care 
of indigent patients and other states 
are making or have made similar 
provisions. Senate Bill 191 (Now 
Public Law 725) , is designed to help 
meet this situation through partici- 
pation by the federal government 
in a large way in assisting the 
poorer sections. of the country in 
obtaining hospital facilities where 
none now exist and to improve the 
existing facilities. 

With the volume of construction 
now anticipated, the Duke Endow- 
ment’s participation will of neces- 
sity become less and less and the 
percentage of contributions which 
prevailed in the thirties will no 





longer be available. During recent 
months the trustees of the Duke 
Endowment have made appropria- 
tions for assistance in the construc- 
tion of seven new plants, two in 
localities without facilities, five in 
communities where obsolete and 
inadequate facilities are being re- 
placed, and for the purchase of one 
privately owned hospital. In these 
recent appropriations the Duke En- 
dowment has provided an average 
of 12 per cent of the present esti- 
mated total cost of these projects. 

Returning to Dr. Rorem’s report, 
I wish to quote one paragraph: 
“The layman unfamiliar with hos- 
pital management might well as- 
sume that hospitals consider ac- 
counting for capital investment an 
important phase of planning and 
operation. Yet, as a matter of fact, 
most hospital reports give no explic- 
it recognition of the fixed charges 
resulting from capital investment 
once the plant and equipment have 
been made available and placed in 
use. Capital investment accounting 
is consistently neglected by govern- 
ment hospitals and by those under 
the auspices of nonprofit associa- 
tions.” 


Methods Change Little 


That statement is now 18 years 
old and there has been little change 
in the methods of handling this 
problem by hospitals. Rate struc- 
tures usually do not consider depre- 
ciation reserves and few hospitals 
set up a cash reserve as such to help 
finance replacement and additions 
as these become necessary. It is true 


’ that surplus operating funds are ac- 


cumulated and used for these pur- 
poses, but usually this is done by 
accident rather than by purpose. 


Every general hospital should es- 
tablish its rates on such a basis as 
to provide for the accumulation of 
at least 20 to go per cent of the 
anticipated capital needs over a 
period of years. The remainder of 
the funds necessary for these capital 
expansions in, the amount of 70 to 
80 per cent will come from volun- 
tary contributions and tax funds. 
Thoughtful planning along these 
lines should be on the agenda of 
every hospital administrator and 
board of trustees. 
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I“ AN EFFORF to find out what is 
bothering the administrators of 
Indiana hospitals, the Council on 
Administrative Practice of the In- 
diana Hospital Association earlier 
this year sent questionnaires to 
every hospital. 

Six questions were directed at the 
hospital administrator and three at 
the administrator of nursing serv- 
ice. Administrators were asked to 
report what they considered good 
and bad about their personnel pol- 
icies, what was good and bad about 
patient care, and which of their 
present methods are producing 
good morale and bad morale. ‘The 
administrators of nursing service 
were asked what they liked and 
disliked about their present work, 
what changes they would like to 
make and how they would propose 
making them. 

The returned questionnaires were 
studied by a special committee rep- 
resenting the Indiana State Nurses’ 
Association and the Council on Ad- 
ministrative Practice. The result 
was a meeting July 24 in Indian- 
apolis attended by 158 persons rep- 
resenting 75 per cent of the hos- 
pitals in Indiana. 

Chairman of the Indiana associa- 
tion’s Council on Administrative 
Practice is J. B. H. Martin of the 
Indiana University Medical Center. 
He reports that the project was 
generally regarded a success; that 
those who attended “returned home 
with the definite conclusion that 
salary alone will not correct pres- 
ent conditions, and that manage- 
ment has many things to consider” 
about the individual employee’s 
rights and expectations. 

Presented herewith is a_cross- 
section of answers to the several 
questions. In the actual returns 
there was a considerable amount 
of repetition of such suggestions as 
more pay and better working con- 
ditions. In many cases the proposed 
solutions had strictly local applica- 
tion. Hence the cross-section. 
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This Is \WHAT BOTHERS ‘THEM— 


HOSPITAL 
ADMINISTRATORS 
WHAT IS THERE ABOUT THE PRES- 
ENT PERSONNEL POLICIES IN YOUR 
HOSPITAL THAT YOU DISLIKE? 
¢ Inadequate training of a person 
for his job. 
® Work on holidays and Sundays. 
® Varying salaries for the same 
kind of work. 
® No provision for the retirement 
of employees. 
® Vacations not graduated accord- 
ing to length of service. 
® Because of nurse shortage, inabil- 
ity to give leaves of absence when 
deserved. 


WHAT IS THERE ABOUT PRESENT 
PATIENT CARE IN YOUR HOSPITAL 
THAT YOU DISLIKE? 
> Inability to find stable nonpro- 
fessional help. 
> Inability to maintain adequate 
supervisory staff from 3 to 11 p.m. 
> Inability to provide private duty 
care when needed. 
> Nurses’ lack of interest in serving 
and feeding patients. 
> Waking the patients at 5 a.m. for 
face and hand washing. 
> Nurses’ eating in the diet kitchen. 
> Unironed sheets because of inade- 
quate laundry equipment. 
>» Too many verbal orders by doc- 
tors. 

» Obstetrical patients’ dismissal af- 
ter three days. 

> Dietitians’ indifference to the 
likes and dislikes of patients. 

> Shortage of supplies and lack of 
modern equipment. 

>» The necessity of having nurse 
aides care for patients. 

> Difficulty of enforcing the rules 
of visiting hours. 

» Inexperienced help resulting from 
too frequent changes. 


WHAT IF ANYTHING ABOUT PRES- 
ENT METHODS PRODUCES POOR MO- 
RALE IN YOUR HOSPITAL? 

* Inadequate supervision. 
* Inability to pay salaries equal 
to those paid by industry. 





* Necessity of paying out-of-pro- 
portion salaries to certain market- 
scarce personnel. 

* A too high percentage of under- 
graduate help. 

* Lack of a policy book, which re- 
sults in administrative policies be- 
ing altered to suit the individual. 
* The presence of perennial trou- 
ble makers, especially among the 
aides. 

* Lack of recreational tacilities. 
ADMINISTRATORS OF 
NURSING SERVICE 

WHAT IS THERE ABOUT YOUR PRES- 
ENT WORK THAT YOU ESPECIALLY D'S- 
LIKE? 

@ Long hours and added respon- 
sibility. 

@ Lack of cooperation among doc- 
tors and nurses. 

@ The nurses’ mercenary attitude 
and dislike of bedside nursing. 

@ Inability to secure adequate 
nursing personnel of all grades for 
the evening and night shifts. 

@ Lack of a recognized line of au- 





thority. | 
@ Reluctance and frequent down- 
right refusal of graduate nurses to 
work any schedule except a straight t 
day shift. 1 
@ A “dog in the manger” attitude ( 
of graduate nurses -toward aides; € 
they resent the aides working eve- V 
ning and night shifts, taking re- t 
sponsibility for a floor under a grad- si 
uate supervisor, although they them- u 
selves shun these shifts. tl 
@ Taking. care of more patients St 
than the hospital is prepared to re 
handle. Pp 
@ Lack of standard salaries and E 
personnel policies. oO} 
@ The enormous turnover in nurs- be 
ing service and nursing education an 
personnel. ab 
@ Condition of undefined author- cic 
ity and duties of director of nursing. tr; 
@ Living quarters that do not pro- tra 
vide isolation from noise and con- an 
fusion for students during their bu 
free time. 





@ The mixing of housekeeping du- 
ties with nursing duties. 
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# Personnel policy that classifies 
alike professional and nonprofes- 
sional employees. 

@ The necessity of nursing ad- 
ministrative personnei standing in 
the cafeteria line. 

@ Policy of allowing the same va- 
cation time to nurses on a 48-hour 
week and other employees on a 44- 
hour week. 


WHAT IS THERE ABOUT YOUR PRES- 
ENT WORK THAT YOU WOULD LIKE TO 
SEE CHANGED, AND HOW DO YOU 
THINK IT SHOULD BE CHANGED? 

@ Poor personnel policy. Allow 
one-month paid vacations and an 
increase in sick leave from six to 12 
days. To avoid shifting from job to 
job, all hospitals in the state should 
agree to such a schedule at the same 
time. 

@ Disappearance of the spiritual 
approach to nursing. Admit eighth 
grade graduates to training, have 
fewer classes, more hard work, no 
tuition, a small stipend and the 
course to last three years. 

@ Lack of specific training for dif- 
ferent careers. Give separate courses 
for supervisors and bedside nurses. 
Train supervisors in a large center 
with longer and more advanced 
courses, and then pay salaries to 
compensate for extra preparation. 
@ Insufficient place for the small 
hospital in recruiting student 
nurses. Why not a_ standardized 
training course for nurse aides, 
with uniform courses given by all 
cooperating hospitals, followed by 
examinations. ‘Those who __ pass 
would receive credit toward fur- 
ther training for graduate nurse 
status. Small hospitals are nat- 
urally close to many girls just as 
they are leaving high school. With 
such a procedure they might feed 
recruits into the nurse training 
program. 

H Too many obstacles to efficient 
operation: (1) difficulty of getting 
badly needed linens, other supplies 
and repairs; (2) shortage of suit- 
able living quarters; (3) an insuff- 
ciency of trained help; (4) lack of 
transportation. By providing bus 
transportation we could get more 
and better employees. We need new 
buildings that permit quiet and 
isolation for very ill patients. We 
necd a nurses’ home with a suitable 
recreation program. 
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@ An unscientific personnel policy. 
We need job analysis for both 
professional and _ nonprofessional 
groups. Head nurses should have 
special preparation and some defi- 
nite personal qualifications. There 
should be more head nurses’ units. 
The director of nurses should have 
authority as well as responsibility 
for organizing the nursing service. 
@ The present day attitude of 
nurses. Recruits should undergo a 
more severe personality examina- 
tion before they enter training. 
Tuition should be lowered and 
small stipends paid after the pro- 
bationary period. Then graduates 
should be paid enough to keep 
them in their careers. 

It will be noticed that adminis- 
trators are bothered most by the 
problems of personnel management. 
In reporting the meeting, Mr. Mar- 
tin has listed a number of possible 
conclusions, these among them: 





@ Unrest and lack of interest are 
not peculiar to hospitals. 


q Increased salary alone will not 
satisfy the employee; in addition 
there should be (1) favorable work- 
ing conditions, (2) proper instruc- 
tions and directions in duties re- 
quired, (3) recognition of individ- 
ual ability, effort and results, (4) 
total abandonment of the public 
“bawling out,” (5) paid vacations, 
accumulative sick leave and retire- 
ment insurance, (6) suitable living 
quarters when these are furnished, 
(7) commodious locker and _rest- 
room facilities, (8) recreational fa- 
cilities consistent with the needs of 
various ranks of employees, (g) ad- 
ministrative policies based on fair- 
ness to all. 


@ Probably the greatest flaw in hos- 
pital personnel relations is the ab- 
sence of a program of fair appraisal 
of all employed individuals. 





In RECOGNITION OF his achieve- 
ments in the hospital and medi- 
cal fields, Paul R. Hawley, M.D., 
chief medical director, Depart- 
ment of Medicine and Surgery, 
Veterans Administration, was 
presented with a citation and 
honorary membership in the 
American Hospital Association. 

Presented by the Association 
President, Peter D. Ward, M.D., 
during the president’s session at 
the annual convention in Phila- 
delphia on September go, the 
citation said: 

“Doctor HAwtry: Many de- 
grees and many service com- 
mendations have been awarded 
you, for your entire career has 
been devoted to the service of 
your country. Two world wars 
have witnessed your efforts to 
care for the medical and surgical 
needs of our fighting men. 

“Your tremendous responsibil- 
ity in World War II, including 
the direction and supervision of 
maintenance of all Army hospi- 
tals in England, France and Bel- 
gium and the evacuation of cas- 
ualties, was one to be handled 
successfully only by a man of vi- 
sion, fortitude and remarkable 
leadership. These qualities, com- 
bined with human understand- 
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DR. HAWLEY’S CITATION 


ing and a genuine interest in the 
welfare of your fellowmen, qual- 
ify you not only as a physician 
and a soldier, but as a distin- 
guished citizen. 

“Not content to serve only un- 
til the end of hostilities, retire- 
ment from the Army did not 
mean to you the end of service. 
As in war, so in peace you as- 
sumed the task of directing the 
medical care that our fighting 
men, now veterans, shall receive. 

“As chief medical director of 
the Department of Medicine and 
Surgery in the Veterans Adminis- 
tration, another enormous task 
lies before you—a task for which 
you have proven well qualified. 
We are confident that under 
your guidance our veterans will 
receive the best hospital care it 
is possible to provide. 

“In recognition of the achieve- 
ments already to your credit, 
evidenced by the awards of merit 
bestowed upon you not only by 
this country but by many other 
nations, on behalf of the Ameri- 
can Hospital Association, and by 
virtue of the authority vested in 
me by the House of Delegates, I 
welcome you to honorary mem- 
bership, according to the testi- 
monial you are about to receive.” 














URING THE WAR the need for 
D nurses became headline news. 
“Wanted — more nurses” was the 
plea which was made by radio, 
newspapers and billboards across 
the nation. To help meet the short- 
age, the U. S. Cadet Nurse Corps 
was established. Although the crisis 
created by the war has passed, the 
shortage is still acute. 

In the efforts to meet the short- 
age, the whole system of nursing 
education and, in particular, those 
aspects dealing with income and 
cost, have been thrown under scru- 
tiny. Consideration of the financial 
aspects of nursing education is and 
must be a joint responsibility of 
the hospital and the school of nurs- 
ing itself. This is said in light of the 
fact that today, as in the past, nurs- 
ing schools are operated by hos- 
pitals. 

In order to determine and under- 
stand hospital and nursing school 
costs, it is necessary to know how 
costs behave. From an economic 
viewpoint, costs vary with differ- 
ences in amounts paid for salaries, 
supplies and equipment; with the 
size and extent of the use of the 
operation, and with the efficiency 
of the administration. 

Expenses of both the hospital 
and the school of nursing may be 
classed as “fixed” or “variable.” 
Fixed expenses are those that show 
no appreciable change in total with 
changes in amounts of service; vari- 
able expenses are those that show 
an appreciable change in total as 
amounts of service change. 

In accord with the theory that 
the different classes of expenses be- 
have differently when related to 
amount of service rendered, two 
kinds of costs are associated with 
schools of nursing: Marginal or 


From an address given by Dr. Block at 
the annual convention of the American 
Hospital Association in Philadelphia, Sep- 
tember 30-October 3. 1946. 
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avoidable costs and average costs. 
When related to nursing education, 
avoidable costs are those costs add- 
ed as a result of carrying on nurs- 
ing education activities; conversely, 
they are the costs which are 
dropped as a result of eliminating 
educational activities. Avoidable 
costs are useful because, in the first 
place, they furnish data that permit 
the consideration of alternative 
policies for instance, the addition 
or the elimination of another func- 
tion to an operating organization. 
In the second place, they make pos- 
sible a distinction between expenses 
which are subject to administrative 
control and those which are not. 


Average costs, on the other hand, 
are total costs divided by units pro- 
duced. The use of average costs 
does not imply a knowledge of the 
actual behavior of costs; rather, it 
assumes that an equal amount of 
expense is incurred in the produc- 
tion of each unit of a given lot of 
service. 


An understanding of these two 
kinds of costs indicates that the 
purpose for which the cost analysis 
is being made would determine the 
kind of cost to be studied. For ex- 
ample, if the organization wants to 
determine how much of a reduction 
in total operating costs would result 
from the elimination of the nursing 
school, then avoidable costs should 
be computed. If, however, the or- 
ganization wants to determine what 
share of the operating expenses 
should be charged to the nursing 
school as a function within the 
operation of the hospital, then 
average costs should be computed. 
The use of the average cost for a 
nursing school implies, from the 
accounting viewpoint, that the 
school is both functionally and or- 










ganizationally on a level with every 
other department of a hospital. In 
brief, it can be said that the aver- 
age cost of a nursing school, minus 
its avoidable cost, provides that 
cost now being absorbed by the 
school which would have to be 
absorbed by other functions of the 
hospital if the nursing school were 
eliminated. 

In making a cost analysis of any 
particular school of nursing, it 
should be remembered that an ac- 
curate presentation cannot be pre- 
pared either by the hospital busi- 
ness office alone or by the school of 
nursing alone. The job of collecting 
information necessary to the deter- 
mination of costs requires the com- 
bined efforts of both because: 


1. In a study of costs of nursing 
education, information is required 
regarding the operation of both the 
hospital and the nursing school. 
The administrative staff of a hospi- 
tal is the logical source of data re- 
garding the hospital’s operation; 
likewise, the administrative staff of 
the nursing school is the logical 
source regarding the school’s oper- 
ating information. 


2. The determination of school’s 
financial policies is a joint respon- 
sibility of both the hospital and the 
school of nursing. 

In the joint undertaking by the 
hospital and the nursing school of 
an analysis of nursing school costs, 
the following data are necessary: 

» Hours of all students’ activities, 
including class and clinical practice 
for the period of the study. 


» Hours of an individual student’s 
activities for the total program, in- 
cluding class and clinical practice. 
» Proportion of salary costs of those 
individuals serving both the nurs- 
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ing school and nursing service 
which is chargeable to the school. 
p Allocated costs of indirect expens- 
es, including the maintenance of 
the students, in which the school 
participates. 

p Replacement value of all stu- 
dents’ services to the hospital. 

» Other sources and amounts of 
school income, including tuition, 
fees, gifts, and endowments. 

» Direct costs chargeable to the 
school. 

In gathering these data, the ad- 
ministrative staff of the hospital 
and of the school of nursing each 
has a distinct responsibility for cer- 
tain contributions. A review of 
these contributions supports the 
contention that such a project must 
be jointly undertaken. 

Contribution by the administra- 
tive office of the hospital—The ad- 
ministrative office of the hospital 
through the business office or the 
accountant has the following re- 
sponsibilities: 

» Accumulation of financial data 
by function and by income sources. 
» Accumulation of statistical data 
to serve as the bases of allocation. 
» Preparation of the allocation re- 
port. 

» Application of money ratios to 
the information supplied by the 
nursing school. 

» Preparation of summary reports 
for the presentation of findings. 

Contribution of the administrative 
staff of the nursing school—The di- 
rector of a nursing school has the 
following responsibilities: 

» Allocation of time given to nurs- 
ing education by those individuals 
serving the school and nursing serv- 
ice jointly. 

» Accumulation of statistical data 
regarding cumulative hours of class 
and clinical practice (service) given 
by all students for the period of the 
study. 

» Accumulation of statistical data 
regarding hours of class and prac- 
tice rendered by an individual stu- 
dent for the total program of edu- 
cation. 

» Determination of the percentage 
replacement value to the hospital 
of all students’ practice time for the 
period of the study. 

) Determination of the percentage 
replacement value to the hospital 
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of an individual student’s practice 
time for the total program of edu- 
cation. 

Value of cost analysis of a nursing 
school—The question has often 
been raised of the value of an anal- 
ysis of the cost of a nursing school 
to the hospital and to the school. 
Such an analysis: 

» Enables the hospital to assist more 
efficiently and properly in the de- 
termination of the school’s financial 
policies. 

» Enables the hospital to determine 
whether or not the school is operat- 
ing as a financial asset or a liability 
to the hospital. 

» Provides for the hospital the costs 
of operating all auxiliary or service 
departments. 

» Establishes procedures which can 
be extended to determine the costs 
of all departments in a hospital. 

» Furnishes the hospital with the 
detailed information necessary for 
efficient management. 

p Assists in the determination of 
school policies. 

» Assists in the determination of 
what should constitute proper pay- 
ments for tuition and fees. 

» Permits more efficient planning 
of a school’s program. 

» Permits more efficient prepara- 
tion of a budget for the school of 
nursing. 

» Reveals comparative costs of a 
school’s activities and_ stimulates 
the explanation of these activities. 

Once the cost data has been col- 
lected and analyzed, care should be 
exercised in its use. Interpretation 
of cost analysis data should be con- 
fined to the individual institution 
for which the study is being made. 
Unless all factors are comparable 
among schools of nursing, findings 
from one school cannot be com- 
pared with findings from any other 
school. Such factors as length of 
time spent at the home hospital, 
amount of time spent in other insti- 
tutions on affiliation, length of stu- 
dents’ program of training, nursing 
and teaching staffs and kind of 
medical care given by students 
greatly affect both the cost and in- 
come of a nursing school. The deter- 
mination of the nursing school’s 
income (including the determina- 
tion of value of students’ service to 
the hospital) and costs are affected 


by the individual factors existing 
in the particular institution. 


Guideposts from the Public Health 
Service study — Specific results ob- 
tained from the study of nursing 
schools conducted recently by the 
U. S. Public Health Service serve 
as guides in what might be expect- 
ed in cost analysis of individual 
schools. 

In that study, total income per 
student revealed a wide spread 
among the various institutions. No 
significant correlation appeared be- 
tween per student income and the 
size of the hospital, size of the 
school, or ownership and control. 
Rather, income is more closely re- 
lated to the number of hours of 
service given by students, the pro- 
portion of time spent away from 
the hospital on affiliations, the re- 
placement percentage of a student’s 
hour of service, the average hourly 
salaries of replacement groups.and 
tuition and fee charges. 

Similarly with costs, no evidence 
was adduced of any significant cor- 
relation between cost per student 
and the size of the hospital, size 
of school and ownership and con- 
trol. The range of costs is so great 
as not to warrant any attempt to 
compare costs among different in- 
stitutions. 

Although there appears to be no 
significant statistical relationship 
between income and cost per stu- 
dent on the one hand, and size of 
school, size of hospital and owner- 
ship and control, on the other, size 
of school does affect the relation 
of total cost to total income, in the 
individual school. Further, there is 
evidence that excess of income 
above costs is higher in schools hav- 
ing larger average daily enroll- 
ments. 

A final note of caution is in 
order. In the consideration of the 
costs of nursing education lies the 
danger that the problem be re- 
duced solely to a matter of dollars 
and cents. To neglect factors, other 
than costs that guide the policies 
of this educational program, is to 
see only one'side of the coin. Only 
when both groups, hospital and 
nursing school, execute: their com- 
mon responsibility to their common 
community and work together to 
solve the problem, will effective 
results be achieved. 
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EFFICIENT CONTROL OF LINEN DISTRIBUTION 


This subject has been discussed often in the hospital journals, and the 
titles collected here are presented as the best that have been published. 
For those with adequate library facilities, these references will suggest a 
program for reading. The Bacon Library of the American Hospital Asso- 
ciation has all the articles listed here available for loan on request. 


This is one in a series covering some of the perpetual problems of hos- 


pital administrators. 


INEN DISTRIBUTING METHODS are 
L of several general types or com- 
binations of three basic systems. 
Each system depends upon coopera- 
tion between the nursing depart- 
ment, housekeeping department 
and laundry, if it is under separate 
control. Losses in linen are due in 
part to poor distribution methods 
and to inadequate laundry proce- 
dures. 

In addition to the economy ef- 
fected by proper systems of linen 
control, there is the advantage of 
time-saving and the assurance that 
the necessary linen is always avail- 
able to each nursing unit. Hospitals 
have tried to work out satisfactory 
solutions to this problem and some 
of the solutions have appeared in 
the literature. A survey of these 
articles has yielded a group of five 
which are abstracted briefly in this 
section. , 

“This plan cuts linen losses,” Jack G. 
Charle. Modern Hospital 54: 110-112, Feb- 
ruary 1940. 

» In this hospital linen requisitions 
are made out by the housekeeping 
department which makes a daily 
inspection of all linen closets and 
requisitions linen for each ward. 
All linen requisitions are made out 
in duplicate on laundry lists. ‘The 
duplicate is filed in a ledger kept 
in the hospital laundry. Every piece 
of linen is entered and totaled in 
this ledger. The operating and de- 
livery rooms keep their entire stock 
on their own shelves. All linens 
from these departments are re- 
turned to them without question. 
Emphasis is placed on the need for 
educating personnel and insistence 
upon following the established rou- 
tine. The article concludes with an 
excerpt from the nurses’ manual, 
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listing the rules governing the con- 
trol of linen. 


“Central linen service color system,” 
Sister Mary Antonella, S.C.M. Southern 
Hospitals 12: 43, October 1944. 


>» Central linen control with linens 
issued on daily requisition raises 
the problem of having the entire 
hospital’s linen supply to sort, re- 
cord, distribute and store. Obviat- 
ing this problem with a fast and 
accurate method of sorting increas- 
es the other advantages of a central 
linen room which are described. In 
this hospital each nursing unit has 
its own linen supply and each unit 
has been assigned a color. Colored 
patches are attached to each piece 
of linen belonging to that depart- 
ment. To initiate this system, each 
department’s linen was marked, 
one at a time, starting with a com- 
pletely new supply for the first unit. 
The regular supply of that unit 
then became surplus and was avail- 
able for marking for the next and 
so on through the hospital. It was 
the experience of this Sister that 
the colored patches lasted the life 
of the linen, whereas marking inks 
did not. 


“Knowledge of procedures necessary for 
efficient system of linen control,” Jane S. 
Peterson. Hospital Management 57: 66-69, 
June 1944. 

» Regular inventory of all linen 
supplies is a useful method of peri- 
odic appraisal for the purpose of 
determining losses from all sources, 
because actual counting of linen 
daily is impractical in hospitals of 
any size. To maintain an adequate 
control by count, the linen would 
have to be counted four times. Any 
saving in linen supplies would be 
offset by added personnel. Miss 








Peterson stresses the necessity for 
close cooperation between the nurs- 
ing and housekeeping departments. 


“King County has an answer to the 
problem of linen distribution,” Mary W. 
Northrop. Modern Hospital 63: 114-118, 
November 1944. 


» The routine established at this 
hospital started with the fixing of 
a maximum standard of linen sup- 
plies for each station by the nurs- 
ing supervisor. The daily procedure 
begins with the supervisor report- 
ing to the housekeeper’s office the 
total number of patients. The clerk 
in the housekeeper’s office deter- 
mines the amount by multiplying 
the number by the fixed standard. 
The linen maid checks each ward’s 
linen closet, returns to the central 
linen room and loads the truck 
with the difference between the 
existing ward supply and the daily 
requisition. ‘This system has the 
advantage of keeping the actual 
distribution in the housekeeping 
department and relieves the nurs- 
ing staff of the job of counting 
linen. Linen is delivered in the late 
afternoon, thus insuring adequate 
supplies throughout the night. The 
article contains a table of itemized 
amounts of linen used in each ward 
for one day. 


“A plan for organization of the central 

linen room,” Mrs. Gertie Gillen, R.N., B.S. 
Hospital Progress 24: 292-294, September 
1943- 
» The central linen room has an 
important place in the distribution 
of supplies and, if the original 
scheme is worked out to the advan- 
tage of both the nursing and house- 
keeping departments, it offers one 
method of solving the linen prob- 
lem. The hospital which Mrs. Gil- 
len describes has 125 beds and the 
very simple system is outlined. 
Daily requirements for each pa- 
tient’s morning care is sent up the 
afternoon before with an emergency 
supply of 20-30 of each article. This 
emergency supply is kept at the 
same level and allows for necessary 
use but does not permit hoarding. 
The linen reserve is kept in the 
linen room. Sorting of all hospital 
laundry in the central linen room 
makes it’ possible to rotate the lincn 
and remove those pieces needing 
repair or replacement. 


HOSPITALS 









— ih rT 


d 
Sc 











MONG THE GREAT sociological 
A problems ‘forcefully brought to 
the fore by the impact of the war is 
that of mental illness. Our country’s 
entire mental health program is in- 
adequate and the. question of im- 
proving the care and treatment of 
the mentally ill is being increasing- 
ly discussed. 

The exposing of existing defi- 
ciencies in our mental health pro- 
gram has become the perennial en- 
thusiasm of our daily press; public 
indignation is aroused intermittent- 
ly, expressions by our citizenry to 
“do something about it” frequently 
are heard, and the medical profes- 
sion also voices its agreement that 
a reformation is imperative. Many 
“patent cure-alls” have had _ their 
proponents, but no clear-cut anal- 
ysis of the condition nor a construc- 
tive program has come forth. 


The _ sociologist-diagnostician, 
when examining the sorry spectacle 
of our ordinary mental hospitals, 
would state: We, the citizens, are 
affected by “decadent responsibil- 
ity.” Progress is being bogged down 
in a morass of apathy, stagnation 
and indifference. 

Examine the paradox: We Amer- 
icans have provided for our com- 
plex sociological needs by a system 
of voluntary communal activities 
that have set the pace for the world. 
Our medical schools, universities, 
social, family and relief organiza- 
tions all testify to this sense of com- 
munal_ responsibility. No other 
country in the world can match the 
chain of our humane and social or- 
ganizations that reach even into the 
smallest and most remote commu- 
nity in the land. 


The yearly budgets for philan- 
thropically supported agencies to- 
tal millions. The campaigns and in- 
terest in behalf of our infantile 
paralysis, tuberculosis and cancer 
victims are all evidence of our nat- 
ural and constructive desire to help. 
Yet, our most acute and _ largest 
health problem receives a minimum 
of attention. The overwhelming 
number of hospital beds devoted 
to the mentally ill is mute witness 
of the enormity of the situation. 


Mental illness is still the skeleton 
in the closet. The public is still in 





Mr, Einbinder is administrator of Phila- 
delphia Psychiatrie Hospital and Dr. Robin- 
Son is assistant medical director. 
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PSYCHIATRIC CARE 
Missing Link in the Community 
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the dark and quite ignorant of the 
curative possibilities. With  scat- 
tered exceptions, almost our entire 
mental health program is in the 
hands of the county-state. It is im- 
portant to reiterate that this county- 
state monopoly of our mental pro- 
gram actually emphasizes the fact 
that mental hygiene is a communal 
responsibility. 

We, the citizens, who through our 
taxes maintain this program, re- 
main passive supporters and leave 
the administration and manage- 
ment to a few designated individ- 
uals. The necessity of delegating 
such a program to individuals is 
neither negated nor minimized but, 
by such routine redelegation, the 
spark and spirit of public interest 
is not kindled. City and state hos- 
pitals are overcrowded, under- 
staffed and usually physically re- 
mote from our communal life. They 
are at best basically custodial places. 


A discouragingly high percentage 
of city and state hospitals lack mod- 
ern treatment facilities and suffer 
from political interference which 
saps the energy and enthusiasm of 
the staff. The professional societies 
of our urban communities show 
lack of sympathy and often indif- 
ference to the professional person- 
nel of the city and state institutions. 


Results of such a condition are 
self-evident. City and state hospitals 
operate by “political budgetary ap- 
propriations.” A job well done is 
measured by the very little money 
spent per capita. Results and ex- 
penditures are never sympathetical- 
ly correlated. The old political con- 
tractor axiom still rules. Build more 
buildings for many more custodial 
cases, but very little for experimen- 
tation and treatment. Progressive 
ideas by the staff that might result 





in progress usually are looked upon 
with suspicion and lethargy. Per- 
sonnel of every category are not 
always picked for their qualifica- 
tions, but to meet budgetary de- 
mands. 

Through the years, the public’s 
conception of a city-state hospital 
has been that of a place of con- 
signment for their mentally ill rela- 
tives or friends, and the condition 
is accepted with a feeling of per- 
manent separation and loss of loved 
ones without recourse and without 
hope of recovery. 

One-half of America’s hospital 
beds are occupied by persons af- 
flicted with mental illness. Every 
city and state in the union has its 
asylum, hospital for the insane, or 
psychiatric ward. It is said that one 
out of every five individuals will, 
at some time in his life, suffer from 
a mental disturbance necessitating 
hospitalization. 

Parallel with the growth of our 
country, we have watched mental 
illness claim more and more vic- 
tims. More hospital beds for the 
mentally sick have come into be- 
ing during the last decade than for 
all other illnesses combined. To all 
this add a new factor—that of the 
war casualty. 

War itself has not only affected 
the mobilized and uniformed in- 
dividual, but also thousands of 
civilians whose disrupted lives re- 
sulted in mental breakdowns. 

It is gratifying to note an awaken- 
ing on the part of our civilian 
and governmental leadership. The 
search for a new policy will event- 
ually result in the matrix from 
which a new mental health program 
will evolve. ‘There can be-no plan 
for improving hospital treatment of 
psychiatric patients unless the ap- 
proach to psychiatric care is radical- 
ly changed. 

The psychiatric hospital must be- 
come an integral part of the gen- 
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eral health program of the com- 
munity. The strongest link in the 
chain of social and health agencies 
should be the psychiatric compo- 
nent. There can be no isolation in 
treating the afflicted individual. 
The psychiatric program must be 
in a position to tap all social re- 
sources of the community. That be- 
comes possible only if the psychi- 
atric hospital enters into the com- 
munity picture on an_ identical 
plane with the general hospital. 

The mere fact that the psychiat- 
ric hospital would be accepted as 
a community responsibility would 
result immediately in the oblitera- 
tion of the fear concerning mental 
illness. It will, for the first time, 
give mental illness an advocate to 
plead its cause, and prevent its be- 
ing looked at with misunderstand- 
ing and distrust. Net result would 
be an enlightened community ac- 
cepting a mentally ill person as a 
sick individual in need of care. ‘The 
illness would become as socially 
acceptable and recognizable as a 
broken leg. Cancer, tuberculosis, 
and even syphilis have received 
public acceptance and support be- 
cause dissemination of knowledge 
has educated the public and our 
communal leadership to accept 
these illnesses as a community re- 
sponsibility. 

With an enlightened community 
accepting the social responsibilities 
of care and treatment for the men- 
tally ill would automatically go 
both financial and moral support 
for a better mental health program. 
Community leadership equals ac- 
tive participation on the part of 
public spirited citizens. Rather than 
by political appointee managers, 
the community-operated psychiatric 
hospital would be directed by those 
whose interests are confined to the 
problem itself. They would not be 
discouraged or impeded by the ob- 
stacles usually associated with po- 
litical appointments. 

Concurrent with this upsurge of 
public interest would go a reawak- 
ening and renewed interest on the 
part of the medical profession it- 
self. Instead of, as heretofore, iso- 
lating the mental program, the 
medical profession will come into 
intimate contact with it. The focus- 
ing of attention will make all in- 
terested parties cognizant of the 
severity and magnitude of mental 
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afflictions, and will spur on activi- 
ties in care, therapy and research. 
The trend in medicine is toward 
prevention and prophylaxis. The 
application of this theory to mental 
illness seems an obvious selection. 

Grouped around the community 
psychiatric hospital, together with 
care, therapy and research, would 
come the coordinated mental hy- 
giene program. By its own mo- 
mentum this program would ram- 
ify into all our social and civic 
groups, but more especially into 
our younger age group. Youth in 
the formative years is the fertile 
ground for the application of men- 
tal hygiene. 


Increase in Patients 


The neuroses and psychoses have 
been claiming an increased number 
of victims yearly. We have watched 
the continued growth of our city- 
state custodial hospitals. Their pa- 
tient population has steadily risen 
and, with few exceptions, communi- 
ties have failed to provide facilities 
for the acutely ill patient. Modern 
therapy offers more hope when ap- 
plied to the acutely sick. The prob- 
lem can be attacked only when the 
public realizes that there are com- 
munal facilities where proper diag- 
nosis and proper treatment are 
available. Together with such facil- 
ities will go the public’s general 
acceptance that an acute mental 
episode can be treated as any phys- 
ical affliction. 

Active treatment of early cases 
will restore a large percentage of 
patients to their community as so- 
cial and economic assets. By abort- 
ing these illnesses and restoring 
these individuals to the community, 
the pressure for admission for long 
term custodial care will greatly re- 
lax. Ultimately it can be hoped that 
the proportion of patients seeking 
custodial care will decrease. 

In line with the development of 
our thesis, we would like to offer 
the following thoughts relative to 
the functional pattern of a com- 
munity psychiatric hospital: 

1. The community _ psychiatric 
hospital should be directly in the 
community. The question of a sep- 
arate psychiatric unit is dependent 
on the size of the community. 

2. In either case, close affiliation 
and cooperation would be main- 
tained with all the medical and 








social facilities of the community. 
The location of the community 
psychiatric hospital should be ac- 
cessible to city transportation and 
services, available to the patient, 
his family and physician. 

3. The size of the modern psy- 
chiatric hospital should never be 
allowed to become too unwieldy. 

4. Facilities should be available 
to patients of any social or finan- 
cial strata. 

5. The buildings should be so 
designed as to meet the needs of 
fuctional and therapeutic manage- 
ment of various types of mental ill- 
ness. 

6. Exclusive of hospital bed fa- 
cilities, consideration must be given 
to an outpatient department. It 
should be a separate and distinct 
unit, and while incorporated in the 
hospital, it should be so constructed 
that its functions are that of a sep- 
arate entity with separate entrance. 

7. There is a large group of in- 
dividuals who, while not in imme- 
diate need of hospitalization, need 
and must be provided with psy- 
chiatric services. The functions of 
such a department are: (a) diag- 
nostic and therapeutic for the clin- 
ical patient; (b) follow up and 
after care for the hospital’s dis- 
charged patient. 

8. As a definite part of the 
outpatient department, provision 
should be made for the ambulatory 
patient in need of certain type of 
treatment. This type of patient, 
while not hospitalized, is treated 
under hospital supervision. 

9. The hospital should have the 
universally accepted adjuncts, such 
as hydrotherapy, physiotherapy, oc- 
cupational therapy, recreational 
and educational facilities, ample 
play rooms, library, arrangements 
for research and other allied med- 
ical facilities. 

In summation, we wish again to 
reemphasize the importance of the 
mental problem that faces this 
country. We feel it can best be at- 
tacked through active communal 
interest, through education of the 
public into accepting mental ill- 
ness. By active participation of all 
groups, both professional and lay, 
by energetic and prompt treatment, 
by placing the mental hospital in 
the community itself, considerable 
impetus will be given toward a solu- 
tion of this national problem. 
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Blue Cross News 


Administrative Problems Dominate 


1946 CONFERENCE 


ROBLEMS OF ADMINISTRATION CO- 
Pincident with rapid growth were 
considered ahead of promotion and 
enrollment activities during the fall 
conference of Blue Cross plans in 
Philadelphia, September 30 and Oc- 
tober 1. About 200 plan representa- 
tives attended the sessions held in 
conjunction with the annual con- 
vention of the American Hospital 
Association. 

At the opening session reports of 
the director, treasurer and commit- 
tees were given in the morning, fol- 
lowed by a luncheon report on 
national enrollment activities by 
Frank Van Dyk, national enroll- 
ment director. Inter-plan coordina- 
tion was the afternoon discussion 
topic, after which Philadelphia’s 
Blue Cross plan held a reception 
for visiting representatives and 
prominent local persons. 

Robert H. Kroeger, Cincinnati, 
commission field director, and Rob- 
ert ‘T. Evans, Chicago, both mem- 
bers of a special committee on con- 
solidated billing procedures for na- 
tional accounts, presented recom- 
mendations which were approved 
by the conference. They included: 
Establishment of a central office to 
handle all phases of national ac- 
count billings under jurisdiction of 
the Blue Cross commission and the 
national enrollment office and des- 
ignation by each plan of one staff 
member to be responsible for inter- 
plan relations with national ac- 
counts. 


The problems of central billing 
procedures will be included in the 
agenda of a “school” for Blue Cross 
executives to be conducted by an 

< 


office equipment company early in 
1947- 
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Abraham Oseroff, Pittsburgh, 
chairman of a committeee to con- 
sider the approval program, urged 
that the program be supplemented 
by special awards for quality of 
achievement and adherence to 
standards of organization and op- 
eration. 

With C. Rufus Rorem’s resigna- 
tion as commission director effec- 
tive on or before December 31, a 
committee was chosen to select a 
permanent successor. 

There was interested discussion 
of proposals previously presented 
for an inter-plan bank to handle 
financial adjustments with respect 
to payments under inter-plan serv- 
ice benefit agreements. The com- 
mission staff was asked to make a 
pilot study of the financial effect 
of the proposal, based upon the 
experience of plans willing to par- 
ticipate in such a survey. 
~M. Haskins Coleman Jr., Rich- 
mond, who was re-elected commis- 
sion chairman, presided at the vari- 
ous sessions. Other officers elected 
were: R. F. Cahalane, Boston, vice 
chairman, and Abraham Oseroff, 
Pittsburgh, treasurer, who succeed- 
ed George Putnam of Boston. 

Fredric P. G. Lattner, Des 
Moines, was elected commissioner 
for the remaining portion of the 
term of Ray F. McCarthy, former 
St. Louis plan director, who has re- 
signed. Joseph G. Norby, adminis- 
trator, of Columbia Hospital, Mil- 
waukee, was elected commissioner 
replacing E. A. van Steenwyk, Phil- 
adelphia, whose term expired. At 
the commission’s request, Dr. Ro- 
rem will remain on the staff as con- 
sultant after January 1. 

Leon R. Wheeler, Milwaukee, 





and E. D. Millican, Montreal, were 
elected delegates to the American 
Hospital <Association’s House of 
Delegates, with William S. McNary, 
Denver, and Clement W. Hunt, 
Harrisburg, as alternates. 

Topics and speakers at the Blue 
Cross section of the American Hos- 
pital Association’s program in- 
cluded: ‘Administrative Problems 
of Blue Cross Plans,’ C. Rufus 
Rorem; “Public Relationships,” 
Mrs. Nan Rowlands, R.N., presi- 
dent, Washington Hospital Asso- 
ciation, and “Methods of Payments 
to Hospitals,” Charles G. Roswell, 
New York, consultant on account- 
ing, United Hospital Fund of New 
York. 

Enrollment of their millionth 
member by both Pittsburgh and 
Philadelphia Blue Cross plans was 
part-of the banquet program Sep- 
tember go. In an address at the 
banquet Sen. Joseph H. Ball sound- 
ed “A Challenge to Liberals” in 
which he defined liberalism as an 
approach to economic, social and 
political problems which seeks to 
enhance rather than to restrict in- 
dividual freedom of opportunity. 
Authoritarianism, reflected in the 
Wagner-Murray-Dingell bill, was 
described as tending to eliminate 
individual freedom while seeking 
to extend social and economic 
benefits to the citizen, Senator Ball 
said. He discussed proposals made 
to Congress by himself and Senators 
Taft and Smith under which fed- 
eral grants would be made to states 
to help carry out state-administered 
plans to provide minimum medical 
and dental services on a voluntary 
basis. The government would pay 
the costs only for those unable to 
pay themselves. 

Conclusions of a survey of Blue 
Cross and allied medical plans be- 
gun in 1943.were presented by Dr. 
Louis Reed, health economist with 
the U. S. Public Health Service, who 
said that any government planning 
for the health care of the people 
must take the Blue Cross movement 
into account. “For example,” he 
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said, “if the states of Rhode Island 
and Massachusetts, in which the 
hospital plans have enrolled 62 and 
41 per cent, respectively, of the 
State population, were to consider 
measures for bringing adequate hos- 
pital and medical care to their en- 
tire populations, it would seem that 
existing plans must occupy a cen- 
tral place in their considerations. 
The plans are going concerns which 
have the confidence of the public, 
the hospitals and the medical pro- 
fession.” 


Rhode Island Wins Award 


Top honors in a national public 
relations competition among Blue 
Cross plans in the United States and 
Canada went to the Hospital Serv- 
ice Corporation of Rhode Island 
when award plaques were present- 
ed to winning plans at the Blue 
Cross section of the American Hos- 
pital Association convention in 
Philadelphia October 1. 

Presentation of the grand award 
for the most comprehensive public 
relations program over a 12-month 
period was made to Stanley H. 
Saunders, Providence, executive di- 
rector of the Rhode Island plan, 
by F. P. G. Lattner, Des Moines, 
luncheon chairman. The Rhede Is- 
land plan was also given the mem- 
bership class award for plans with 
from 200,000 to 500,000 members 
for Rhode Island’s nurse recruit- 
ment drive. 

Contest standards provided for a 
grand award to the Blue Cross plan 
having the most comprehensive 12- 
month public relations program, 
with membership class awards for 
a specific public relations project. 
Class awards were won by the Min- 
nesota Blue Cross plan for its “Blue 
Cross week” promotion, by Rhode 
Island for its nurse recruitment 
campaign, by Wilkes-Barre for its 
veterans’ enrollment drive, and by 
Oregon for sponsorship of guest 
newspaper editorials explaining 
hospital problems to the public. 


Further Endorsement 
Terming the success of Blue Cross 
plans throughout Canada “a strik- 
ing and... convincing argument of 
the effectiveness of organized volun- 
tary effort in meeting the health 
problem of the Dominion,” The 
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Reverend H. L. Bertrand, S.J., Mont- 
real, president, Catholic Hospital 
Council of Canada, affirmed. the 
council’s confidence in Canadian 
Blue Cross plans in a recent letter 
to E. D. Millican, executive director 
of Quebec’s Blue Cross plan and 
chairman of the commission’s Ca- 
nadian Delevopment committee. 


The Catholic Hospital Council 
of Canada represents the 210 Cath- 
olic hospitals in Canada. Of that 
number, 150 are Blue Cross mem- 
ber hospitals. 

Enrollment in the five Blue Cross 
plans serving seven Canadian prov- 
inces was approximately 1,500,000 
on October 1. 


Compulsory Hospital Plan 


A government-administered hos- 
pital service plan will go into effect 
for all residents of Saskatchewan the 
first of next year, according to an 
announcement by the Health Serv- 
ices Planning Commission of the 
province. 

The fee, which will be collected 
by municipalities, is $5 a year per 
person but not more than $go a 
year for any family. Benefits include 
ordinary hospital services in public 
ward accommodations. Free choice 
of hospital, as well as care in hos- 
pitals outside the province when 
necessary, is permitted. 

The plan is compulsory and every 
citizen must register regardless of 
affiliation with voluntary hospital 
plans. 


Joins Staff 

Lawrence C. Wells, whose experi- 
ence includes three years overseas 
in army newspaper and public rela- 
tions work as well as three years as 
a commercial film script writer, has 
joined the public relations staff of 
the Blue Cross Commission. He is a 
1937 graduate of the University of 
Illinois where he majored in psy- 
chology and journalism. 

While in Germany and Belgium, 
Mr. Wells was editor of The Mile- 
post, a newspaper circulated among 
approximately 50,000 military rail- 
way personnel. Following V-E day 
he was named army correspondent 
with the task of supplying informa- 
tion concerning railway operations 
and rehabilitation in both liberated 
and allied European countries. 


His early radio experience in- 
cludes several years as continuity 
writer and news commentator at 
the University of Illinois. 


Assistant Director 


G. F. Liechty, who has been man- 
ager of the downtown office of Chi- 
cago’s Plan for Hospital Care, has 
been named assistant director in 
charge of enrollment. He first be- 
came associated with the plan in 
January 1945 and was manager of 
one of the plan’s outlying branch 
offices when these were opened. 

Mr. Liechty has an A.B. degree 
from the Michigan State Normal 
College and a master’s degree from 
the University of Michigan School 
of Business Administration. He was 
associated with the University of 
Michigan Hospital at Ann Arbor 
from June 1941 to January 1945. 


Health Survey 

Naming family protection as a 
contributing factor, the recent Chi- 
cago-Cook County Health Survey 
pointed to the popularity of the 
Blue Cross plan in the area sur- 
veyed. Approximately 850,000 per- 
sons, or more than go per cent of 
the area’s population, are members 
of Plan for Hospital Care, the sur- 
vey stated. 

Comments of 250 physicians par- 
ticipating in all points of the sur- 
vey show that only 43 believed the 
plan inadequate; 75 per cent ol 
these 43 physicians said that one 
important inadequacy is insufficient 
protection. They believe that the 
protection should be expanded to 
include medical services as well as 
hospital services. 


Add Surgical Benefits 

Protection covering surgical op- 
erations is avaliable to the mem- 
bership of Toledo Hospital Service 
Association as a result of an agree- 
ment signed recently by the asso- 
ciation and Ohio Medical Indem- 
nity, Inc. The surgical protection 
is on an indemnity basis and covers 
operations up to $150. 

The services of Ohiv Medical In- 
demnity, Inc., with headquarters in 
Columbus, were initially offered 
through the Cincinnati Blue Cross 
plan only. 
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EPTEMBER, OCTOBER AND possibly 
November appear to be the best 
months for prophylactic immuniza- 
tion against influenza. Much has 
been written concerning this new 
preventive measure for the protec- 
tion of health since inoculation by 
the Army of some seven million 
servicemen. It is reported that the 
Army will revaccinate its entire per- 
sonnel in the fall and early winter 
months of 1946 if good presumptive 
evidence develops to indicate there 
will be an influenza outbreak this 
winter. 

To the extent that such vaccina- 
tion produces expected results, it 
may become a routine public health 
measure. The vaccine is available, 
and many hospitals may find it 
worth while to immunize their own 
employees at the first sign of epi- 
demic. 

The cause of influenza has been 
identified as a virus, most epidemics 
being caused by either the type A 
or type B strains. These can be 
grown on chick embryo from which 
an effective vaccine is prepared. 
That vaccination is valuable is’ in- 
dicated by the fact that following 
vaccination, respiratory diseases in 
the Army showed only a normal 
seasonal increase despite the fact 
that during the same period the 
civilian population experienced a 
sharp outbreak of influenza. A 
recent bulletin of the U. S. Army 
medical department states: ‘While 
the evaluation of the efficacy of 
influenza vaccine is difficult, there 
is good evidence that it was effective 
in protecting military personnel.” 
Reports show that about three out 
of four persons are protected by a 
single one cubic centimeter injec- 
tion of the vaccine. 
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Army Ready to Face Epidemic with 
FLU INOCULATION 


The question then arises as to 
the desirability of prophylactic im- 
munization at this time. 

If the country is to -experience 
an epidemic this year, prophylaxis 
would be indicated. There have 
been predictions that there will be 
a 1946-47 epidemic of influenza. 


Early Tuberculosis 


Now that thousands of persons 
are having their chests x-rayed, ad- 
ministrators no doubt will welcome 
a word of caution against the indis- 
criminate diagnosis of pulmonary 
tuberculosis on the basis of x-ray 
examination alone. There is dan- 
ger that the diagnosis of tubercu- 
losis may be made on incomplete 
evidence. Diagnosis incorrectly 
made is damaging to the patient, 
to control programs, and to the sci- 
entific practice of medicine. In the 
presence of suspicious x-ray find- 
ings, a complete examination in- 
cluding tuberculin testing, sputum 
examination, history of symptoms, 
and physical examination must be 
performed before a definite diag- 
nosis of tuberculosis can be made. 

Dr. Herman E. Hilleboe* em- 
phasizes the importance of ade- 
quate diagnosis — “Specialists in 
tuberculosis rightly insist that, be- 
fore final diagnosis, every attempt 
be made to obtain sputum speci- 
mens, and that such specimens be 
submitted to meticulous examina- 
tion; that is, by direct smear of 
actual or concentrated sputum and, 
if this is negative, by culture or 
guinea pig inoculation. If sputum 


is not present, a testing sample of 


*Hilleboe, Herman E., ‘‘What Is Early 
Tuberculosis?’’ Public Health Reports 61: 
1295-1297, September 6, 1946. 





gastric contents should be obtained 
and examined by appropriate cul- 
ture methods in laboratories that 
employ skilled bacteriologists. . . . 
If, after such diligent search, no 
tubercle bacilli are found, the diag- 
nosis should be limited to ‘suspi- 
cious tuberculosis.’ This does not 
mean that many of the shadows 
found on the survey films are not 
the residue of a tuberculosis process 
that once was active. (This is espe- 
cially true when the tuberculin test 
is positive.) Nor does it mean that 
the person should not be followed 
for several years to observe new evi- 
dences of disease activity. Neverthe- 
less, to be scientific in our practice 
of medicine and to preclude need- 
less distress, we should refer to such 
persons as ‘suspects’ until such time 
as tubercle bacilli can be demon- 
strated.’ A firm stand of this sort 
should do much to clarify confused 
thinking in mass radiography diag- 
nosis. To put it simply and can- 
didly: Do not diagnose pulmonary 
tuberculosis on the basis of a screen- 
ing x-ray film alone.” 

Without symptoms other than 
shadow on the x-ray film persons 
should not be rushed into a sana- 
torium. A six-week period of fol- 
low-up outside the sanatorium will 
permit definite diagnosis. Should 
the diagnosis turn out to be positive 
for tuberculosis, the patient may 
still have profited by a period of 
waiting during which time he be- 
comes accustomed to the fact that 
he has a serious illness. Since the 
disease has usually been present for 
some time a short additional period 
outside the sanatorium cannot 
greatly harm the patient. 


Oil Sterilization 

An article recently appeared in 
an English journal describing a 
method of sterilization of thermom- 
eters which is not in common use 
in this country. Probably the prob- 
lems over there are different, but 
the suggestion for oil sterilization 
may have some application here, 
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and in any case is interesting read- 
ing. 

The procedure is simple and 
quick. Immediately following use 
the syringes should be rinsed in 
water, returned to the laboratory, 
the needle removed, and the syringe 
filled three or four times with li- 
quid parafin at 130 degrees—135 
degrees centigrade. The needle is 
then put back on the syringe and 
hot oil again aspirated and ex- 
pelled. The interior of the syringe 
is then considered to be sterile and 
the syringe is placed in a test tube, 
held in place by a piece of adhesive 
and is ready for use again. 

In England where the method 
presumably will be applied to syr- 
inges having metal plungers, care 
must be taken that the oil temper- 
ature does not exceed 150 degrees. 
Above 150 degrees the cement hold- 
ing the glass to the metal parts may 
melt. 

The outside of the syringe re- 
mains contaminated and therefore 
is not usable in a sterile theater. 
Blood for laboratory and bacterio- 
logical work can be obtained and 
these syringes are satisfactory for 
other ordinary injections or aspira- 
tions, it is stated. 

The shortage of all-glass syringes 
in England has stimulated a revival 
of interest in methods of steriliza- 
tion of syringes. When syringes are 
in short supply hospitals can ill af- 
ford the periods of lack of service 
caused by the usual methods of 
sterilization. In busy departments 
in England’s hospitals “. . .There 
is neither time nor apparatus to 
allow of even ten minutes boiling 
before each injection or venesec- 
tion.” 

As long ago as 1921 Wright and 
Colbrok advocated the sterilization 
of syringes by hot oil and in the 
July 20, 1946 Lancet K. B. Rogers, 
pathologist, Area Laboratory, Shot- 
ley Bridge Emergency Hospital, 
recommends sterilization by hot oil 
as a method which because of its 
speed and efficiency merits wider 
adoption. 

Experiments demonstrated that 
oil sterilization at 120 degrees—140 
degrees centigrade rendered the 
syringes sterile after various strains 
of staphycoccus had been aspirated 
into the syringes. This was true 
when the staphycoccus was in the 


78 


form of broth cultures, or in infect- 
ed blood. Two minutes immersion 
in the oil bath sterilized syringes 
which contained dried staphycoccus 
contaminated blood on barrels and 
pistons. Syringes which had con- 
tained cultures of bacillus tuber- 
culosis were sterilized by three to 
four fillings of oil with a second’s 
pause when the syringe was full. 
Oil sterilization did not kill spores 
in dried blood nor is it yet known 
whether it will kill the virus of 
hepatitis. 


More on Streptomycin 


Streptomycin, up to the present 
difficult to obtain for general hos- 
pital use, is now ready for wide dis- 


tribution among United States hos- 
pitals. Various conditions in which 
streptomycin is of value have been 
described in earlier issues of this 
review. In brief, streptomycin is 
effective against many of the or- 
ganisms in which penicillin has 
little value. For example, many of 
the diseases caused by “gram-nega- 
tive” organisms respond well to 
treatment by streptomycin. Among 
these are cases of blood stream in- 
fection, of infection of the kidneys 
and bladder and peritonitis. Influ- 
enzal meningitis, which untreated 
has a mortality .rate approaching 
100 per cent responds in about 75 
per cent of cases. Streptomycin is 
almost a specific remedy for tula- 
remia (rabbit fever). 








CURRENT HEALTH CONDITIONS 


A statement from the Division of Public Health Methods, 
U. S. Public Health Service, through the month of September 1946 





Diphtheria—Recent data indicate that 
the trend of diphtheria has again turned 
downward, after several years with increas- 
ing rates. The number of cases reported 
in June 1946 was larger than in the cor- 
responding month of any of the three pre- 
ceding years; this had been the situation 
in each month back to March 1945. From 
March 1945 back to October 1944, reports 
for each month were consistently greater 
than for the corresponding month of the 
preceding year, but not for all three pre- 
ceding years. However, in both July and 
August of 1946 there were fewer cases of 
diphtheria than in the corresponding 
months of the preceding year, but more 
cases than in the corresponding months 
of 1943 and 1944. 

In September there were about 1,100 
cases of diphtheria which was less than 
in September of any of the three preced- 
ing years, the 1945 figure being about 
1,900 cases and the other two figures about 
1,300 cases each. Thus, after a long period 
of increasing incidence there have been 
three consecutive months in which the cur- 
rent reports were less than those for cor- 
responding months of the preceding year, 
with the last of the three reports showing 
fewer cases than in the corresponding 
month of any of the three preceding years. 
This reversal of the prior upward trend 
seems to represent a real downward move- 
ment. 

An examination of diphtheria cases by 
geographic section indicates that the down- 
ward trend for the past few months is due 
largely to the three southern sections where 
diphtheria case and death rates have been 
higher than in other regions of the 
country. 


Poliomyelitis—Considerable numbers of 
infantile paralysis cases were reported in 


September, a total. of about 6,100 cases. 
This figure is slightly above figures in any 
of the four preceding years which ranged 
from about 1,100 to 5,600; the low figure 
is for 1942. In the first nine months of 
1946 a total of about 18,500 cases have 
been reported, which again is more than 
the corresponding* period in any of the 
four preceding years. As no data are avail- 
able on what proportion of the cases were 
paralytic in the different years, such a 
comparison is subject to error because of 
a possible improvement in the diagnosis 
and reporting of non-paralytic cases. 


Rocky Mountain Spotted Fever—Since 
the season for Rocky Mountain spotted 
fever is about over, some review of the 
reports is in order. A total of 515 cases 
was reported in the first nine months of 
1946 as compared with figures for the pre- 
ceding seven years ranging from 393 to 
477, with about 435 cases in each of 1945 
and 1944. Of the 515 cases in the first three 
quarters of 1946, 256 were in the South 
Atlantic states, as compared with 4o in the 
Mountain states where the disease was 
originally important. A possible factor in 
the shift may have been the rather large 
number of persons in exposed occupations 
in the Mountain regions who have been 
vaccinated against the disease. 


Smallpox—There have been a few minor 
outbreaks, including two on the West coast 
apparently arising from members of the 
armed forces who had just returned from 
the Orient. The total cases in the first nine 
months of 1946 was 293, or 10 more than 
occurred in the same period of 1945, but 
less than in any of the three preceding 
years. There were about 635 cases in the 
first nine months of each of the years 
1942 and 1943. 


HOSPITALS 





The Bacon Library 


Report Urges Better Care of 
THE OUTPATIENT 


BETTER HospitAL CARE FOR THE AMBULANT 
PATIENT, Report of the Special Commit- 
tee on Hospital Clinic Service of the 
Hospital Association of Pennsylvania, 


1946; 184 pages. 

O EVALUATE THE outpatient fa- 
T citities available in Pennsyl- 
vania, the state hospital association 
sponsored an extensive survey un- 
der the guidance of a special com- 
mittee headed by Thomas Conway 
Jr., Ph.D., president of the board 
of trustees of Delaware County 
Hospital, Drexel Hill. The study 
was undertaken with the hope of 
remedying any unfavorable condi- 
tions that might be found, and, 
while it is of course concerned with 
Pennsylvania, it does have applica- 
tion for other areas in the country. 

The report itself is in two parts, 
the first containing the findings of 
the survey and the second, the rec- 
ommendations for future practice. 
A complete bibliography in addi- 
tion to the references quoted in- 
creases the general value of the 
book. Outpatient services including 
diagnostic facilities should be set 
up for all classes of patients. The 
concept of clinic care as being pro- 
vided only for the medically in- 
digent is giving way to the present 
trend of the hospital as a preventive 
and diagnostic center for all the 
people served by that community 
hospital. 

The committee suggests that the 
community hospital must have am- 
ple facilities for handling from “two 
to seven times as many ambulant 
patients as bed patients per an- 
num.” In order to provide all of 
the necessary services even in the 
smaller populated sections it might 


NOVEMBER 1946, VOL. 20 


be necessary to have circuit rider 
specialists working from and de- 
pending upon the facilities of the 
headquarters hospital. Discussed at 
length in the book are also group 
clinics, dental service and the place 
of the community hospital as a 
civilian rehabilitation center. The 
committee stresses the necessity for 
leadership by the hospitals in pro- 
viding care for ambulant patients. 


Welfare Foundations 


AMERICAN FOUNDATIONS FOR SOCIAL WEL- 


FARE, Shelby M. Harrison and F. Emer- 


son Andrews; New York, Russell Sage 

Foundation, 1946; 249 pages, $2. 

The authors, who are general di- 
rector and director of publicity 
respectively, of the Russell Sage 
Foundation, have collaborated in 
the publication of this descriptive 
directory of 505 foundations. The 
first half of the book includes fac- 
tual information on the develop- 
ment of foundations, their place 
and function and the various types 
of foundations. There is also a 
chapter on the organization and 
administration of the foundations— 
responsibilities of the board and 
the work of the administrative staff. 


Statistics showing the assets, in- 
come and grants made comprise a 
chapter on financing. The directory 
itself lists alphabetically all known 
foundations in the field of social 
welfare. No appraisal of the work 
of the individual foundations is 
attempted. 

Information for each listing in- 
cludes the incorporated name, date 
of founding, address, two principal 
officers, name of founder, outline 


of purposes and activities, state- 
ments of capiial assets, expendi- 
tures for the latest year of record 
and grants. This volume should be 
available for reference use; how- 
ever, the first half has considerable 
reader interest for the hospital 
administrator. 


Central Supply Service 


“THOUGHTS ON CENTRAL SUPPLY,” pre- 
pared by James W. Stephan, Director 
of Aultman Hospital, Canton, Ohio, for 
the Hospital Administrators’ Corre- 
spondence Club. 

Mr. Stephan describes in detail 
and with lists the set-up and func- 
tioning of the central supply service 
at his hospital. He emphasizes one 
factor which must be taken into 
consideration—the problem of de- 
termining which supplies are to be 
kept on the nursing division and 
which are to be kept in central sup- 
ply. The distribution and time ele- 
ment must be considered. 

If a person must walk to the sup- 
ply room or to the dumb waiter, 
the time consumed must be care- 
fully balanced against the time re- 
quired to prepare the material on 
the nursing division. Sufficient per- 
sonnel are employed at Aultman 
Hospital to operate the department 
24 hours a day. The advantages 
obtained from the establishment of 
the central supply service are enu- 
merated. The balance of the paper 
lists the sterile equipment and sup- 
plies in circulation from central 
supply with the quantity for each 
item. 


Swedish Health Insurance 


PENSIONSSTYRELSEN. ERKANDA SJUKKASSOR 
AR 1948; Stockholm, 1946; 88 pages. 
From Sweden, and written in 

Swedish with a summary in French, 

has come a book describing Swed- 

en’s voluntary health insurance sys- 
tem, which at the end of 1943 cov- 
ered 41.6 per cent of .the adult 
population. The text includes data 
on cases and duration of illness and 
reports the results of a study to 
determine whether the demand for 
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care and the cost of services had 
increased significantly from 1942 to 


1944. 


French Symposiums 

The library ‘has just received 
from the French Embassy in New 
York two architectural publica- 
tions, both of which are symposi- 
ums on hospital planning. They 
are Oeuvres et Maitres D’Oeuvre, 
for February 1946 and L’Architec- 
ture Frangaise, a bi-monthly jour- 
nal, for February-March 1946. 
While these books are in French, 
they contain many reproductions 
of blueprints which will be under- 
standable to architects and hospital 
administrators. There is also an 
article discussing hospitals of this 
country, “American Conceptions” 
by architect G. Gouley of France. 

Oeuvres et Maitres D’Oeuvre con- 
tains a history of hospitals through- 
out the ages followed by considera- 
tions to be observed in planning a 
hospital, by Louis Masson, chief 
architect for the Department of 
Public Assistance. On page nine 
reference is made to the optimum 
bed size of a hospital; it is stated 
that experience has demonstrated 
that an institution of 800 to 1,000 
beds provides for the most econom- 
ical operation while retaining max- 
imum efficiency in administration. 
An article on page 23 considers the 
ratio of hospital facilities to area 
and population and concludes with 
these figures: One hospital bed per 
200 to 400 population, one bed for 
the treatment of tuberculosis per 
500 to 1,000 and one bed for mental 
cases per 500 to 800 population. 


As to location of the hospital, 
emphasis is placed on site, terrain 
and landscaping. The article is ac- 
companied by a chart showing the 
distribution of the various clinical 
services. In “Maisons Médicales” by 
E. Emery, architect, French Foun- 
dation for the Study of Human 
Problems, the need for health cen- 
ters is recognized, providing for 
adequate therapeutic and _treat- 
ment facilities; this is illustrated 
with drawings and charts. 

The Department of Public As- 
sistance in Paris is planning two 
general hospitals, one of which is 
in connection with the children’s 
hospital. There the cubicle system 
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will be used rather than wards, one 
advantage being to lessen the risk 
of contagion. The other will be a 
new surgical clinic at Héspital 
Saint-Antoine with facilities for the 
teaching of surgery. Extensive pro- 
visions are being made to insure 
complete asepsis of the operating 
suite. This symposium also includes 
articles on a new conception for a 
psychiatric hospital, a maternal and 
child welfare center, a surgical suite 
in a general hospital, a radiology 
department and a short discussion 
of air conditioning in hospitals. 

This particular issue of L’Archi- 
tecture Francaise is devoted to plan- 
ning tuberculosis sanatoriums. In- 
troducing the text and plans is a 
discussion of the organizational 
set-up for a tuberculosis hospital, 
including a personnel chart. There 
are schematic drawings for the vari- 
ous types of room units and services 
and a special layout for chest sur- 
gery and other medical treatment. 
Considerable space is given to the 
description of the dietary depart- 
ment and there are several dia- 
grams showing the flow of traffic in 
that department. 

“Les Centres de Médecine Pré- 
ventive” by Dr. R. F. Bridgman, 
which explains the purpose and 
importance of preventive medical 
centers is of special interest in view 
of the substantial increase in the 
last few years of the tuberculosis 
rate in France. As in this country, 
the French stress the extensive use 
of chest x-rays in the fight against 
tuberculosis. The last half of this 
book contains photographs and 
floor plans of eight tuberculosis 
sanatoriums, all constructed in 
France within recent years. 


Annual Reports 


The library receives each year 
most of the annual reports pub- 
lished by hospitals throughout the 
country. Outstanding reports are 
accumulated and loaned to admin- 
istrators. 

The preparation of the annual 
report can be an effective public 
relations device for the individual 
hospital. Each year there are a num- 
ber of reports which show original- 
ity and must certainly be read with 
care and interest by everyone who 
receives a copy. In such reports the 
editorial material explains the hos- 








pital and the service it renders the 
community, and is made readable 
by good typography, fine photo- 


graphs and attractive covers. Yet, 


many annual reports can do very 
little to improve public relations in 
the community: these are mediocre 
and primarily filled with statistics. 

This year some of the most ef- 
fective reports have been those 
which carried an individual patient 
from admission to the hospital and 
through the various departments. 
One of the outstanding reports— 
published by the South Baltimore 
General Hospital, of which Wil- 
liam A. Dawson is director—shows 
a picture of a fine looking young 
intern on the cover; through the 
first half of the report there are pic- 
tures of the same intern in various 
departments of the hospital ex- 


, plaining his training and, inciden- 


tally, the service rendered by that 
particular department. This is cer- 
tainly a device which other hospi- 
tals might use. A patient, intern or 
student nurse might well be used 
as a theme of the report. 


Informing the Patient 

Providence Hospital in Washing- 
ton, D.C., of which Sister Marie is 
the administrator, has sent to the 
library copies of a booklet pre- 
pared for the information of pa- 
tients entering the hospital. 

The library has been receiving 
many different kinds of this type 
of publication. This indicates that 
hospitals are using such means to 
familiarize patients with hospital 
operations. 

Providence Hospital’s booklet 
has attractive format and _ type. 
Almost every page has an illustra- 
tion of some department or func- 
tion of the hospital. One method 
of recruiting student nurses is 
shown—there is a description of the 
school, what it offers to students 
and necessary requirements. ‘The 
patient is approached in this way: 
“In you, we hope, we have found 
another interested friend. There- 
fore, you may like to know, for some 
relative or friend, something about 
our School of Nursing.” 

The booklet is 6 x g inches, with 
a picture of the hospital on the 
cover and entitled “From Sickness 
to Health at the Providence Hos- 
pital.” 
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Cutter Solutions in SAFTIFLASKS 


are tested chemically, biologically 
and physiologically for assured safety 


To the “doubting Thomases” on Cutter’s testing staff, 
no I. V. solution is safe until it passes tests as exacting 
as those applied to delicate biologicals. 


Such “finicky” standards may send gallons of solution 
down the drain—but they promise you solutions as 
dependable as Cutter’s fine vaccines and serums. 


Simplicity of the Saftiflask set-up makes for trouble- 
free performance, too. Just plug in the tubing. An air 
tube, always in place, assures quick starting and steady 
flow. And the Safticlamp—a Cutter design— gives 
instant adjustment of flow through tube, by one-hand 
thumb control. Your Cutter representative will be 

glad to demonstrate. 





SAFE IN USE, TOO 


— because of 
Saftiflask’s simplicity 
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Dietetics Administration 





ii of Ways to Make Sure the 
TRAY IS AN ASSET 


oop service is often used as a 
Pvebseic in judging the hotel, 
town or hospital. The restaurant 
has only one thing to sell and it 
must stand on the merits of its food. 
The hotel may offer atmosphere 
and pleasant surroundings, the hos- 
pital excellent medical and surgical 
service, good nursing care and a 
friendly atmosphere. In addition 
to these services a good food service 
is an asset to any hospital and pre- 
sents many possibilities for making 
the patient’s hospital stay a pleas- 
ant one. 

In evaluating the assets of the 
patient’s tray three points are con- 
sidered: (1) the tray as part of the 
patient’s therapy must be nutri- 
tionally adequate, (2) there should 
be a social value in making meal 
service a pleasant event in the day 
for the patient and those who serve 
him, (3) the business side should 
see that the money expended is not 
wasted but wisely utilized. It is 
management’s responsibility to pro- 
vide adequate facilities and equip- 
ment for efficient, attractive service 
and meals of pleasing flavor com- 
binations, attractive color harmony 
and agreeable food consistencies. 


Basic standards have been set up 
for the adequate diet by the Food 
and Nutrition Board, National.Re- 
search Council, and these require- 
ments are met by including the 
following foods daily: ~ 


MiLk: 1 pint for adults, 1 quart 
for children, 1 quart for pregnant 





From an address given by Miss Gillam 
at the annual convention of the American 
ra ney Association in Philadelphia, Sep- 
tember 30-October 3, 1946. 
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women, 114 quarts for lactating 
women. 


Cirrus FRUIT: One serving (or- 
anges, grapefruit, tomatoes). 

Fruir: One 
fresh or dried). 


PoTATOES: One or more servings. 


serving (canned, 


VEGETABLES: Two servings, (one 
leafy, green or yellow). 


Eccs: One daily. 

MEAT, POULTRY, FISH: One serv- 
ing. 

BREAD AND CEREALS: Two to three 


servings or more (natural whole 
grain or enriched). 


BUTTER OR FORTIFIED MARGARINE: 
Two tablespoons or more. 


SWEETS AND ADDITIONAL FOODS: 
To satisfy appetite and calorie 
needs. 


Hospitals stand for the latest in 
scientific treatment and the dietary 
department must provide the foods 
listed above in the diet daily to 
meet its obligation nutritionally to 
the patient. These written stand- 
ards as a basis for planning the 
diet may be placed in the hospital 
kitchen or used as a reference guide 
by the person planning the menus. 
Foods used in the suggested 
amounts will provide the necessary 
minerals, vitamins and protein for 
the protection of health. Any spe- 
cial diet planned should as nearly 
as possible meet these recommend- 
ed dietary allowances and only in 





exceptional conditions is an inade- 
quate diet prescribed and then only 
for a limited period of time. 
“Meals should not only be planned 
nutritionally adequate and _sufh- 
cient in amounts of food to satisfy 
the appetite but should be suited 
to the community and type of pa- 
tient, taste good and look attractive. 
Patients prefer plain food, and not 
too many unusual or combination 
dishes. However, meals are more 
interesting with an occasional ele- 
ment of surprise. Meals that are to 
sell the good will of the hospital 
provide variety and interest to satis- 
fy the patient’s gustatory sense. 
This may be a garnish to make the 
plate more appealing, or a combin- 
ation of colors or flavors, or the 
texture of the foods (crisp and soft), 
or the size and shape (something 
high, something flat, round or ir- 
regular), or the variety of food in 
the meal, or the method of prepara- 
tion. 

It is very significant for the pa- 
tient as well as the hospital that the 
arrival of the first tray be a pleasur- 
able event as the first impression is 
often lasting. (As one person has 
said, the impression during the first 
60 seconds in your hospital is the 
most important.) To arrive at a 
goal in making the patient’s tray 
a part of selling the hospital, three 
tests might be applied: 


1. The nurse must be proud to 
serve it, and so impressed with its 
contents and appearance that she 
considers serving the tray a real 
pleasure, and places it before the 
patient with a remark to arouse his 
interest. 


2. Both men and women patients 
enjoy it. 

3. It must so impress the patient 
that when he goes home he will 
write the administrator, compli- 
menting him on the excellent food 
with such remarks as “Your meals 
are wonderful,” or “How do you 
do it in these times?” 


A patient’s taste is often abnor- 
mal, but the food to be satisfying 
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must taste good to him. This re- 
quires skill in seasoning, especially 
when food is prepared in quantity. 
Tasting in the kitchen assumes tre- 
mendous importance and the sug- 
gestion of a little salt or lemon juice 
may greatly improve the flavor. 
Routine tasting is a good morale 
builder in any kitchen. A good rule 
of management might be that no 
food be served to a patient that has 
not been tasted by someone in au- 
thority. Cooks become more inter- 
ested in seasoning knowing that 
their products will receive critical 
appraisal, and this is also an excel- 
lent time to stimulate better work 
by passing out some deserving 
praise. 

This final supervision occasion- 
ally by the administrator can be 
even more important to the patient 
and his appraisal of the hospital 
service than the supervision of a 
nursing or medical procedure upon 
which he is not capable of passing 
judgement. Emphasis on perfection 
in the details of the patient’s tray 


OR 


& CEREAL 


POTATO 


oR T 


is not only important for the good- 
will of the patient, but also for the 
goodwill of his relatives and friends 
who feel qualified to speak freely 
in his behalf on the subject of food, 
and whether the food is considered 
excellent or unsatisfactory in a 
topic of conversation which goes 
much farther than the front door 
of the hospital. The value of a 
highly regarded food service in the 
community cannot be over-empha- 
sized as a factor in good public 
relations. No hospital can afford to 
have a service that requires such a 
large sum of the hospital’s income 
become a liability to that institu- 
tion. 


During convalescence the hospi- 
tal day for the patient is usually 
divided into the periods between 
meals. ‘The tray service continues to 
be important until the end of his 
stay and leaves a lasting impression 
after other treatments in his care 
have faded in his memory. This is 
a time when all details of the tray 
interest the patient. 


Tray appointments should be as 
attractive as can be afforded. The 
china in a flowered design is cheer- 
ful and liked by patients. The new 
lighter china now planned for air- 
plane service if satisfactory would 
lighten the weight of the trays. Sil- 
ver plate covers and silver teapots 
are desirable for keeping food hot 
and not expensive because of the 
excellent wearing qualities. Ther- 
mos pots are again available which 
solves the problem of serving the 
beverage hot. Who does not appre- 
ciate that extra cup of hot coffee 
that the waitress serves so graciously 
in some restaurants? Could a sim- 
ilar service be given in the hospital? 

A few thermos plates are a good 
investment for the use of patients 
who eat slowly or desire extra atten- 
tion. Glassware is now light in 
weight and durable. For good pub- 
lic relations one administrator has 
the tumbler decorated with a pic- 
ture of the hospital and presents 
one as a souvenir to each patient. 
What is probably even more im- 


THIS CHART from the Michigan Department of Health (1946) shows how suggested amount of food in the food pattern contributes toward 
the daily requirement of calories, protein, minerals and vitamins of a normal adult woman. Abbreviations: T—tablespoons; S—servings. 
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pressive to the patient, a personal 
note from the administrator is 
placed on the tray with the tum- 
bler. 

Some hospitals use tray covers 
with attractive or amusing designs 
and in addition a printed message 
from the administrator gives the 
patient assurance that the hospital 
is deeply interested in his welfare. 
Tray markers available in colors 
denoting the type of diet are a small 
item of expense but indicate careful 
thought to this detail. 

Holidays provide excellent op- 
portunities for introducing interest- 
ing decorations for the tray and 
the special foods associated with 


















the occasion. These extra touches 
give much joy to all patients, espe- 
cially during convalescence. A card 
on the tray Christmas morning 
starts the day with the spirit of 
Christmas. Birthday cards and small 
birthday cakes are always an inter- 
esting surprise equally enjoyed by 
doctors and nurses, who share in 
this by assuming the responsibility 
for notifying the kitchen of a pa- 
tient having a birthday. These 
small favors, more than compen- 
sate for the extra work and expense 
involved, in building good will 
toward the hospital. 

Satisfying food and _ attractive 
trays are no more important than 
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good service which is essential in 
any type of business for good rela- 
tions with the customer. Human 
relations associated with the serv- 
ing of the tray are enormously im- 
portant and seldom made the most 
of. It is well to explain the food 
service to the new patient during a 
visit, if possible, before the first 
meal is served, to find out his likes 
and dislikes. 

During the hospital stay if re- 
quests are made for special foods, 
we should try to take care of them 
or tell the patient the food will be 
included in a future menu. In the 
hospital a patient has little oppor- 
tunity to exercise authority con- 
cerning his care and a selective 
menu or this individual ordering 
may relieve his frustration of sud- 
denly having others ordering his 
life. 

At the time the tray is presented, 
individual attention should be fo- 
cused on the patient, and it should 
be made a happy and friendly occa- 
sion. The administrator can foster 
these good relations by impressing 
upon the employees that good food 
service to all patients is something 
that the hospital wants to have, 
strives to have and will have. The 
value of courtesy and kindliness is 
often underestimated in hospitals 
and one person goes so far as to 
say: “If you can’t be efficient and 
nice—be nice.” The food service 
presents many possibilities and the 
opportunity to be host to the pa- 
tients three times a day has a social 
side which should be emphasized 
by the administrator. 

Quality food service is a product 
of good management and often the 
whole concept of what it costs to 
serve good food and the length of 
time it takes to build a reputation 
is not usually appreciated. A well 
planned layout, adequate equip- 
ment, a budget sufficient for the 
tray appointments and for purchas- 
ing quality foods, as well as trained 
personnel are all contributing fac- 
tors. Also necessary is good organi- 
zation which means providing the 
personnel with policies which stim- 
ulate them to do their best. 

The administrator should bring 
the maintenance man, head nurses 
and person in charge of the food 
together to discuss the food service, 
if for no other reason than to show 
interest on the part of the hospital 
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in this function. The conference 
should be so conducted that each 
member will be stimulated to give 
more concern for the food service. 

The administrator might discuss 
certain policies: (1) that mealtime 
is very important to the successful 
care of the patient, and that other 
activities interfere with the service 
of trays as little as possible, (2) that 
the patients be properly prepared 
for tray service (the bed rest be 
raised and the table ready to re- 
ceive the tray to reduce time in 
service), (3) that the doctors as far 
as possible carry on treatments and 
dressings at other hours than at 
mealtime. All these factors are im- 
portant to see that minimum time 
elapses between preparation of the 
tray and presentation of the food 
to the patient. For complete coop- 
eration, it is important that these 
routines be established by mutual 
agreement. 

At these conferences in order to 
have a plan for future action, pres- 
ent assets of the food service and 
also the necessary improvements 
can be set forth. This listing of 
assets and liabilities will give those 
present an opportunity to partici- 
pate by making suggestions which 
develops interest toward an im- 
proved food service. Only by plan- 
ning now will administrators be 
prepared to take advantage of the 
opportunities of the future and 
meet the challenge of a more highly 
regarded food service in hospitals. 
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Maternity Service Diet 


The question is often asked these 
days: “What can be done to im- 
prove the dietary service in hos- 
pitals?” There are ways of making 
progress and it is important to de- 
cide now on some definite goal and 
make a plan for attaining it. There 
is no better goal than to see that 
not only every obstetrical patient 
has an adequate diet, but that or- 
ganized instruction in nutrition is 
provided for the mother. Usually 
given the tools, real leaders in hos- 
pitals are quick to get things done 
that will improve the services to 
patients. 

The trend in obstetrical care is 
toward general improvement in 
service and facilities. Even before 
better facilities are available, the 
hospital has an opportunity to start 
the mother and her infant toward 
better health records by providing 
a diet that meets present standards. 
Research has made available a basis 
for the diet of the nursing mother’. 
It is important that hospitals know 
these requirements and make sure 
that the present diet provided meets 
standards recommended by the Na- 
tion Research Council. 

To assist hospitals, particularly 
those without dietitians, “A Guide 
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WHERE ARE FOOD COSTS going in hospitals? This is a question that concerns all who 
are responsible for the food budget. The above chart shows the increase in the cost of 
food commodities during a six month period at the New York Hospital. To publicize this 
information the chart appeared as a full page in "The Pulse," news bulletin published 


monthly by employees of the hospital. 
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to Menu Planning for Maternity 
Hospitals” has been prepared by 
Gertrude Speck, dietitian consult- 
ant, with the Division of Maternal 
and Child Hygiene, Illinois Depart- 
ment of Public Health. This is a 
practical guide, so well written and 
so carefully explained that it can 
be used by the layman. The first 
direction given is a plan for includ- 
ing the basic foods in the diet, with 
the point properly emphasized, that 
should any one of these be omitted, 
the menu will not be well planned. 


Each basic food is listed with the 
amount required and excellent sug- 
gestions are given for including each 
in the menu. Six additional rules 
covering important considerations 
when writing menus are listed, fol- 
lowed by adequate discussion of 
their application. The procedure 
for menu planning is carefully 
thought out and sample menus are 
included as a guide. A notation 
on each sample menu indicates how 
the cost may be reduced without 
changing the adequacy of the diet. 
A limited number of these manuals 
is made available without cost by 
Henrietta Herbolsheimer, M.D., 
chief, Division of Maternal and 
Child Hygiene, Springfield, Ill. 





1. Kaucher, Mildred, Moyer, Elsie Z., 
Williams, Harold H., and Macy, Icie G.: 
Adequacy of the diet during lactation. 
J. Amer. Dietet. A. 22:594, 1946. 


For the Food Buyer 


“Food Buyer’s Information Book” 
is the title of a new book by Alex- 
ander Todoroff, published by the 
Grocery Trade Publishing House, 
5247 Crystal Street, Chicago. Price 
$4. It provides authoritative infor- 
mation, written in the popular ques- 
tion and answer style, on 1,600 prac- 
tical food questions having to do 
with buying or selecting foods. 
Three hundred and forty-five foods 
are illustrated. It gives essential in- 
formation on characteristics, types, 
varieties and grades of foods of all 
kinds. The inexperienced buyer will 
find it a valuable aid in selecting as 
well as in checking the quality of 
foods purchased. 


—M. G. 
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Controls Fail to Stem Rising Cost of 


HOSPITAL SUPPLIES 


wa WAITING FOR results of 
the removal of meat from 
price regulation and further accel- 
eration of the decontrol program, 
announced by President ‘Truman 
on October 14, a review of the rec- 
ord reveals that the cost of supplies 
affecting hospital budgets has been 
following a pattern of steady rise 
with dairy product prices leading 
the way. Except for fruits and vege- 
tables (demonstrating normal sea- 
sonal fluctuations) and drugs and 
pharmaceuticals, wholesale price in- 
dexes at the end of September were 
up variably from less than 1 to al- 
most 50 per cent. The pattern of 
increasing prices then continued 
into October (see table) with price 
control at best a restraint on run- 
away prices. 

War Mobilization and Recon- 
version Director John R. Steelman 


AMERICAN HOSPITAL ASSOCIATION 


WASHINGTON SERVICE BUREAU 


1834 K Street, N.W., Washington 


reported on the first of October that 
prices already had risen farther in 
the three months since the original 
price control act expired at the end 
of June than in the previous 38 
months. He also reported that busi- 
ness profits, after taxes, were at the 
highest point in history and that 
farm income had risen to an all- 
time high. Said Mr. Steelman in the 
eighth quarterly OWMR report to 
the President and Congress: 

“The restoration of price controls 
on most commodities late in July 
had little effect on the general level 
of prices. Such price reductions as 
were put into effect were more than 
offset by continued freedom from 
control of livestock (until August 





CONTROL vs DECONTROL 
*Weekly Index Numbers of Wholesale Prices, 1926 — 100 





29) and dairy products (still un- 
controlled), and the large number 
of price increases allowed by OPA 
in accordance with requirements of 
the new price control law.” 

The wholesale price index of 
dairy products at the end of Sep- 
tember was up 49.1 per cent since 
the first of the year with the biggest 
increase coming after the original 
price control law with its subsidy 
program was dropped at the end of 
June. The meat wholesale price in- 
dex bounced from 110.5 on June 29 
to 207.8 on August 31, an increase 
of 91.7 per cent over the January 5 
index. Meats, now released from 
ceilings, were brought under con- 
trol laws on September 3, and by 
September 14 the index of whole- 
sale prices had dropped to 127.6. 
For September 28 the index was a 
comparatively modest 19.8 per cent 
above the January 5 figure. 

The 42 day period of recontrol of 
meat brought extreme shortages in 
supply. The critical position of hos- 
pitals was realized and OPA be- 
latedly issued Amendment 4 to Con- 
trol Order 2, effective October 1. 
This amendment was designed to 
guarantee hospitals the same _per- 
centages of meat which they re- 
ceived during comparable months 
in 1944. To have been effective 
there first would have had to be 
meat to sell. 

Another leader in the foods group 
was the cereal products index which 


Percentage Change 
Jan. 5 to Sept. 28 








WEEK ENDING 
‘as up 32.8 per cent. 
Commodity Jan.5 June1 Aug. 31 Sept. 14 Sept. 28 Oct. 5 i ein barge ~ a 
All Foods occ ~— (108.0 19,.8150.9 128.1 138.0 135.5 $23.1 ; 8 anaes — 
Dairy Products S476 164.7 166.7 170.2 182.1 449.1. «~=S Were Up 33.5 per cent although 
—_ & Vegetables... Len. be pa La 113.30 1134 - 92 again placed under the new price 
ie aac 108.4 111.0 oe ie eee ss bee 
Cereal Products Ss«O9S.9«99-9S«22.8-— 125712741274 32.8 © COMtrol law on August 1. Under 
Anthracite Coal = 1038.3 104.3 113.5 113.6 = 113.6 = 113.6 = +10.0 += regulations of the new law, cotton 
, erro Goal... WES UES Mi MES Wie WI + 96 textile prices are tied to the uncon- 
Gs oS Ets E12‘ Wolled price of raw cotton, 
: Cotten eo 124.2 137.5 156.9 = 161.2 165.9 167.8 = $33.5 Building materials price increases 
5 rugs & Pharmaceuticals... 112.3, 112.4 110.1. 110.1. 110.1 110.2, 1.9 were j sik Racine ent 
All. Building Materials... 1) 1 te te) ee te ey | STE eed tol) Oy 
ux... 117.5 121.2 -127.3-«:127.9~—«'128.1.-« 128.1. «= + 9.9 +«© Supply items of lumber, iron and 
Cement Lanne 100.3 102.7 164 106.4 106.8 106.5 + 6.2 steel. 
Sea 155.6 170.8 17781776 177.6178. 404 ee ae ae eg ee er 
; Paint & Paint Material ..--'107.9 108.4 «113.9 116.0 11851183 + 9.8 Leiiacasraeseinedbapshicnpae sien 
Plumbing & Heating Mat. 93.6 99.3 «104.4 105.6 = 105.6 = 105.6 += +128 «= Taw materials was at 143.6, an in- 
Structural Steel 0. 107.3 120.1 120.1 120.1 120.1 120.1 +11.9 = crease of 20 per cent for the year 


“The weekly index is calculated from one-a-day-a-week price. It is designed as an indicator of week to 
week changes and should not be compared directly with the monthly index. 
Source: Department of Labor, Bureau of Labor Statistics. 


compared to the manufactured 
products index of 117.5, which was 
up 14.5 per cent. That difference 
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indicates the possibility of new de- 
mands for further price increases 
for manufactured products. 


CPA Recess 

Progress by the Civilian Produc- 
tion Administration during Sep- 
tember was unique. The agency 
reports that during the month it 
issued no new orders, revoked none. 
A single priority regulation (PR- 
34 which controls RFC sales of cer- 
tain surplus metals) was issued. Its 
other activities were limited. to 


amending four existing orders and 
four priority regulations, and ad- 
ministering 49 orders, exclusive of 
directions, and 20 schedules and 
appendices. At one time during the 
war there were 650 production or- 
ders in effect. CPA’s existence is 
limited to five months. The Second 
War Powers Act under which it 
operates expires on March 31. 

Hospitals reviewing CPA orders 
in effect October 15 found these list- 
ings still restrictive and thereby im- 
portant to immediate problems of 
administration: 































































VHP-1—restricts construction, al- 
teration and repair. 

PR-33—provides for authoriza- 
tions under VHP-1. 

PR-33 Schedule A—establishes al- 
location and priorities system under 
this regulation; lists materials and 
facilities for which priorities are 
given for veterans’ housing. 

M-317—basic rules on textile set- 
asides. 

M-317A—requires mills to set 
aside percentages of production of 
specified fabrics for industrial and 
agricultural uses; limits amount of 
fabric subject to certain preference 
ratings. Industrial and agricultural 
use is defined to include medical, 
surgical or hospital equipment and 
supplies. 

PR-1—basic rules on priorities. 

PR-3—how preference ratings are 
used. 

PR-28—policy on CC ratings. 

PR-28A—CC ratings for textiles. 


Streptomycin 

A considerable increase in pro- 
duction of streptomycin during the 
first two months of the’ allocation 
program has resulted in greater 
allotments to the 1,652 original 
depot hospitals and may soon per- 
mit the naming of additional depot 
hospitals. The Civilian Produc- 


‘tion Administration reports that 


amounts allocated to depot hospi- 
tals during October averaged 60 
per cent more than in September, 
the first month of civilian distribu- 
tion. 

As soon as the supply of strep- 
tomycin is considered ample, CPA 
indicated, controlled distribution 
will be abandoned in favor of 
ordinary commercial distribution. 
This would follow the pattern of 
penicillin distribution. 


Surplus 

Effective October 14 Arthur G. 
Eaton became director of the Pub- 
lic Interest Division, War Assets 
Administration. As director Mr. 
Eaton will head the division which 
is charged with channeling surplus 
property to three priority groups: 
federal agencies, states and local 
governments, and nonprofit in- 
stitutions. 

No immediate changes in the dis- 
posal program are expected by 
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reduces storage space 
for case histories by 99.2% 


Pilrn-a-tecoul 


N THE Children’s Memorial Hospital in Chicago 
I over 37,200 case histories are stored in a cabinet 
that occupies 4 square feet. And that cabinet is 
only one third full! 

The actual floor space saved in this operation 
amounts to 437 square feet. By the time the cabi- 
net is full that savings will be well over a thousand 
square feet ... more than enough for a new labora- 

tory, lecture room, or linen 


“160 to 1” 


Film-a-record restores 99.2% of your “dead” filing 
space to active use. One Remington Rand Film 
Cabinet holds the micro-copies of over two and 
one half million letter size documents. Case his- 
tories that fill 16 filing cabinets can be microfilmed 
and stored in one drawer of your desk. Yet every 
micro-record is immediately available for instant 
reference or reproduction on the Film-a-record 
Reader. And Film-a-record is economical—easy to 
operate. Find out for yourself. Send for our new 
booklet “160 to 1”. 


Ilustrated 
Instructive 
FREE—Send 
for it today. 


. Film-a-record—Rm. 1667 
Remnglon Rand 315 Fourth Ave., N. Y. 10 
Gentlemen: Please send me a copy of “160 to 1.” 
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Mr. Eaton. Unless the new Con- 
gress amends the Surplus Property 
Act, he said, no great amounts will 
go to hospitals, now on the bottom 
of the priorities list. 

The Public Interest Division on 
October 1 took up the certification 
program formerly carried out by 
the Surplus Property Utilization sec- 
tion of USPHS. (See Hospirats, 
October, page 93.) Mr. Eaton suc- 
ceeds J. J. Wadsworth who resigned. 
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For 6 Months Expect No Sag 


© atten CAUTIONARY SIGNALS 
which are being flashed all 
along the line, it is our firm belief 
that the economic foundation is 
solidified, which will support good 
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EDITOR, McGILL COMMODITY SERVICE 
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business for the balance of 1946 and 
extending into 1947. 

Some factors on the asset side of 
the economic ledger are: 

1. The tremendous volume of 
foreign trade. The value of exports 
for the first seven months of this 
year was up to  $5,597,000,000, 
whereas exports for the same _pe- 
riod in 1939 were only $1,654,- 
509,000. A half decade will be re- 
quired to restore devastated nations 
to a more normal basis, and in the 
interim the need for raw materials, 
fabricated products and machinery 
will continue unabated. Equally im- 
portant, foreign nations now have 
the financial means for negotiating 
aggressively. 

2. Farm income this year will rule 
around the $23-billion mark — the 
highest ever known, whereas  in- 
debtedness is at an all-time low. ‘The 
government is committed to a sup- 
port program which means rela- 
tively high prices for another year 
or more. 

3. Today we are experiencing full 
employment and_ record-breaking 
payrolls which, for the time being 
at least, assure steady buying power. 

4. Most industries are still labor- 
ing under the pressure of a large 
backlog of unfilled orders. Just how 
sound this angle is remains to be 
seen, but it is a fact on the bullish 
side under existing conditions. Fi- 
nally, controls are gradually fading 
out, and when that time comes, in- 
dustry will be afforded an oppor- 
tunity to stand on its own feet and 
transact business in keeping with 
its own ideas and interpretation of 
underlying economic forces. It is 
our contention that the factors men- 
tioned above will support favorable 
business conditions for at least the 
next six-month period. 

The underlying trend of com- 
modity prices has steadily moved 
upward in recent weeks, and it is 
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it’s white instead of black 
Kodak interleaving paper for x-ray film 


EW Kodak white x-ray interleaving paper 

is clean ... static-free . . . produced under 
the rigidly controlled conditions of the world’s 
largest paper mill for the manufacture of 
photographic papers. 

Here is an improvement you will welcome 
for the obvious reason that ‘white instead of 
black” means cleaner handling of films in the 
processing room. 

But you will find, in addition, important tech- 
nical advantages. For example: Kodak white 
x-ray interleaving paper is practically free from 
troublesome static, even under the most trying 
conditions . . . is sufficiently hygroscopic to 
maintain the proper degree of moisture in the 
film emulsion. 

All Kodak medical x-ray film will be packaged 
with the new Kodak white interleaving paper 
... you will begin to receive it in all sizes as 
soon as so extensive a change can be effected. 


EASTMAN KODAK COMPANY, Medical Division 
ROCHESTER 4, N. Y. 











ADVANTAGES 


1. Static-free. Kodak white x-ray interleaving 
paper will not produce static discharges under 
the most adverse processing room conditions. 
When subjected to even more rigorous han- 
dling in the driest laboratory test situation 
(10% relative humidity), it exhibited by far 
the lowest tendency to static formation of all 
papers tested. 

2. Balanced for emulsion moisture control, 
to further improve keeping qualities of film 
during storage. 

3. Clean. Prevents annoying black lint on 
cassettes ... black smudge on white uniforms 
and hands. 

4. Greater visibility in the processing room 
... makes for easier handling of films. 

5. Chemically pure. 

6. Photographically inert. 

7. Has interesting secondary uses 
... such as for wrapping, mimeo- 
graphing, and scratch paper. : 
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important to note that the markup 
has proven more conspicuous in 
semi-fabricated and processed goods 
than in the field of basic raw ma- 
terials. Prices are destined to con- 
tinue the upward surge during the 
months directly ahead. However, 
it is no longer advisable to regard 
markets as a blanket affair. The 
problem of selectivity has already 
entered the picture. 

Looking ahead, we are bound to 


experience some specific changes by 
the second quarter of 1947, at which 
time price controls will be largely 
an event of the past, and from that 
point on, the dominating influence 
will consist of the effect of higher 
prices, expanding output, and con- 
sumer resistance. We are convinced 
that supply-to-demand ratios of 
basic raw materials will be in much 
better balance six months hence, 
and there will also be a greater 
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All 3 Use Replaceable Weck Blades* 
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Weck offers this trio of Weck-made, Weck-guar- 


THE CALTAGIRONE comes with a THICK- 
NESS guide which assures a graft of uniform 
thickness. It is equipped with six thickness plates 
with each set. With these you can prepare more 
than one donor area at a time without re-sterili- 


The Caltagirone uses a blade made of surgical 
steel, “microtome-edged,” which will serve well 
many times and which may be re-sharpened very 


The Caltagirone will handle any type 


The Caltagirone Knife set complete in 
leather case with thickness guide, set of 
6 thickness plates, and 6 replaceable 
blades only $24. (New blades $1.50 each) 

THE FERRIS SMITH comes in two 
sizes. One uses replaceable blades 4” 
long, the other 6” long. The Ferris- 
Smith, first of the Weck-made, Weck- 
guaranteed skin graft knives maintains 
its popularity and is much in demand. 
Sold in handy box with six blades and 
holder. Holder and six 4” blades $16.00. 


THE WEBSTER is a simple, inexpen- 
sive—but practical skin grafting knife 
which uses the regular Weck replaceable 
razor blades. Handle with 5 blades only 


*REMEMBER all three of these Weck 
Skin Graft Knives use REPLACEABLE, 
detachable, BLADES which may be re- 
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abundance of small parts which will 
open wider the door of mass pro- 
duction. 

Six months hence this country 
will begin to feel the pressure of 
our great productive capacity. The 
moment production catches up with 
demand, and that will of course be 
the case, the natural psychological 
reaction is greater buying resistance 
to rising prices. We are also prog- 
ressing on the premise that farm 
products will be subject to some 
weakness next year as a direct re- 
sult of expanding world output 
and a gradual shift toward plenty 
of the items that are now in short 
supply. 

All of these factors carry weight 
and must be given due considera- 
tion from a longer-range viewpoint. 
However, as regards the next five 
to six months, prices will inch, not 
leap, toward higher levels. In other 
words, the postwar peak in prices 
still lies ahead. For that reason and 
also because of the overtaxed trans- 
portation situation, we advise main- 
taining adequate working reserves 
of basic raw materials in general. 

Drugs, Chemicals —‘The underly- 
ing price trend has moved upward 
in a conspicuous manner in recent 
weeks. The latest composite Drug 
Index of the Oil Paint and Drug 
Reporter (August 1, 1914 equaling 
100) was 245.5; the previous week 
was 219.6, and a year ago, 205.8. 
There are general production diff- 
culties brought about by the over- 
load carried by all the production 
plants during the war years, which 
has left them in a wornout -condi- 
tion. Replacements are limited due 
to the difficulty in getting deliveries 
and machinery. Demand continues 
exceedingly aggressive which will 
continue to be the case until in- 
ventory reserves are built up. 

Paper Products—Stocks in peace- 
time consuming outlets were prac- 
tically exhausted at the time of V-] 
day. Studies clearly show that the 
per capita consumption of paper 
has increased in a sensational man- 
ner during the last half decade, and 
research will open new markets. 
World markets are also active as 
Europe, in particular, needs in- 
creased supplies. Producers have 
had no opportunity to build up 
reserves, and severe shortages are 
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VISIONAIRE CANOPIES ARE NOW 


DISPOSABLE! 


NEW TRANSPARENT 


Crystal clear—gone is the war- 
time color caste. Patient can 
see and be seen, hear and be 
heard. Eliminates isolation. 














SANITARY 


Waterproof. Easy to keep 
clean. Can be washed in soap 
and water and even sterilized 
in hospital germicide. 


LOW PRICE 


Imagine, only $4.17 each in 
gross lots. Never before such 
low prices. $50.00 per doz. 
in gross lots. $54.00 per doz. 
in 6 doz. lots. $60.00 per 
doz. in doz. lots. For those 
who prefer we can supply 
Double Weight, longer lasting 
canopies at slight additional 
price. 


DISPOSABLE 


At these low prices, each 
patient can be issued a brand 
new oxygen tent — thus mini- 
mizing the possibility of con- 
tamination and _ cross 
infection. 





Connie says: ‘“Think of the many advantages 


of being able to supply every oxygen thera 
IMMEDIATE SHIPMENT ee ne = 
For every type and kind of 
oxygen apparatus. Give make 
and model when ordering. 
Assorted models supplied on 
| quantity orders. 


patient with a brand new canopy! The dread 


fear of cross infection is removed. The time, 





trouble and difficulty of cleaning, sterilizing 


CONTAL SHEETING 


Now Available by the Yard and storing ‘permanent type’ canopies are eliminated. 
; Transparent, waterproof. 50c . . : : ' J 
| per yard in 48” width, less And every doctor in the community will raise his opin- 


10% in 50 yard bolts, less 
20% in 600 to 800 yard ran- 


yaar hy ion of the far-sighted ideas of the hospitals that adopt 


1 Continental’s Visionaire disposable canopy service.” 


CONTINENTAL HOSPITAL SERVICE, INC. 


18636 DETROIT AVENUE CLEVELAND 7, OHIO 
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PURCHASING 


still reported in kraft wrapping, 
paper cups, tissues, fine papers, 
grocery bags, coated printing pa- 
pers, and building papers. The 
shortage will extend into 1947, but 
we predict a shifting in the supply- 
to-demand ratio by the second quar- 
ter of next year. However, the up- 
ward surge in producing costs has 
not fully run its course. Subse- 
quent price markups are predicted. 

Cotton Goods — Indications are 
that the coming months will witness 
the release of a substantial volume 
of finished goods and further trad- 
ing in future commitments. The 
motivating factors behind this trend 
are, first, new OPA pricing policies 
as regards the adjustment of cotton 
textile prices, and second, the dan- 
ger that raw cotton prices could 
break sharply. 

Bituminous Coal—Barring unfore- 
seen developments, the over-all fuel 
situation is again in a safety zone. 
The only disturbing aspect is the 
constant threat of an outburst of 
strikes which would have the same 
demoralizing effect upon our econ- 
omy as was the case in early 1946. 
Another drawback is the freight and 
coal car shortage which has already 
reached alarming proportions. Nat- 
urally, it is imperative to move the 
bumper crops now in the process of 
being harvested. However, as mat- 
ters now stand, producing of coal 
has forged ahead, the latest weekly 
figure being 12,600,000 tons, bring- 
ing the accumulated total for the 
near future to nearly 390,000,000 
tons. ‘This total is 11 per cent below 
the year-earlier figure of 439,338,000 
for the same period, but a projec- 
tion of existing output shows that 
the discrepancy between this and 








last year’s total output will not be 
outstanding. Due primarily to sea- 
sonal forces and overtaxed transpor- 
tation facilities, it is still advisable 
to add to holdings for use during 
the winter period. 

Fuel Oil—Stocks of residual, gas. 
oil and distillates have moved 
steadily upward in a healthy man- 
ner, and latest data show that in 
late September stocks of residual 
stood at 56,914,000 barrels, or a gain 
of nearly 17 per cent over year-ear- 
lier figures. Likewise, gas, oil and 
distillate stocks advanced to 57,906,- 
ooo barrels, or approximately 29 per 
cent above last year’s supply. Even 
with demand for light fuel oils in- 
creasing substantially over the 
course of the next few years, there is 
every assurance that demand will be 
met without any difficulty. The 
favorable statistical position is at- 
tributable to two major factors: 
First, the removal of price controls, 
and second, drastically reduced mili- 
tary requirements. It is still advis- 
-able to cover for seasonal require- 
ments. 

Gasoline—Stocks have steadily di- 
minished, reflecting heavy summer 
and early fall demand but are still 
7 per cent above last year’s total. 
Automobile production is lagging 
sharply in terms of preliminary 
goals, and now the corner is being 
turned for a seasonal decline in re- 
quirements which will afford an op- 
portunity to build up reserves force- 
fully over the late fali and winter 
period. No immediate price changes 
are in prospect, and hence, it is ad- 
visable to negotiate for near-term 
requirements. 

Groceries—The records show that 
the increase in agricultural products 
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in wholesale markets in the raw 
state amounts to no less than 180 
per cent since August, 1939. Since 
the abolishment of meat controls, 
livestock prices have naturally 
soared to record levels. There is still 
a shortage in distributing channels 
of dried peas and beans, edible oils, 
and their by-products, jams and pre- 
serves, as well as canned seafood. 
The flour situation is complicated 
due to the price squeeze occasioned 
by the advance in wheat prices, 
while flour ceilings were imposed 
September 11. 

Butter—The_ skyrocketing price 
trend which has established quota- 
tions on a record level has not force- 
fully curtailed consumption. High 
prices have stimulated output, 
which is currently holding above 
year-earlier figures, but still far be- 
low average. Cold storage holdings 
remain only a small fraction of the 
normal complement. ‘The question 
is: How much higher can prices go 
without creating outstanding buy- 
ing resistance? Then, too, aggregate 
production will forge ahead next 
year. Prices are too high, and there 
are too many uncertainties involved 
to warrant the risk of heavy commit- 
ments under existing conditions. 

Cheese—Here again, prices have 
bounded upward to inflated levels. 
Production is bound to hold up, and 
consumer resistance will spread 
rapidly following any further mod- 
erate markup from current levels. 
Seasonal forces and a limited supply 
in terms of current demand form a 
solid foundation under the price 
structure for the near-term period. 
We are not enthusiastic about com- 
mitments under existing conditions. 

Eggs—The price markup has 
proved quite substantial, and there 
is no indication that the upswing 
has fully run its course along sea- 


sonal lines. We realize that the num- 
ber of laying flocks is lower, but cold 
storage holdings are sharply above 
normal, and this is likewise true of 
frozen eggs. There is now an abun- 
dance of feed, and government pu'- 
chases of eggs for military use show 
a sharp reduction. It is getting too 
near the seasonal peak of prices to 
contemplate adding to holdings in 
an extensive manner. 


1938 1939 1940 1947 1942 1943 1944 1945 1946 
ALL COMMODITIES (1)... 69.1 73.7) 72.1 87.7) 99.7 103.9 107.5 110.6 132.7 


Industrial (U)..00000000. 715 79.6 78.2) 90.6 = 94.2) 97.0 «101.4 105.1 127.3 
Agricultural (1)... 55.9 64.1 60.4 79.3 90.0 100.6 103.3 137.8 
Livestock (1)... 75.0 67.3 69.4 93.0 128.0 126.6 129.8 149.0 
Food (2) ‘5 73.3 71.1 88.9 104.2 130.9 
Factory Employment (2)... —— 108.1 114.8 141.8 164.1 145.le 
Payrolls (2) Be he LN 112.7 126.9 190.2 335.1 262.8e 
Cost of Living (2) 100.6 100.2 109.3 126.5 145.2e 
(1) McGill Index—1926=100 *Index as of Oct. II 
(2) Bureau of Labor Index eEstimated 
Food—1926=100 
Employment 
Payrolls 
Cost of Living 


—1939=100 
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Nurses and Nursing 





THE A.N.A. AND BARGAINING 


At its historical biennial conven- 
tion in Atlantic City, September 
23-27, the American Nurses’ Asso- 
ciation prescribed a new pattern of 
relationship among nurses and hos- 
pitals. 

The association’s business agenda 
reflected a wide variety of problems 
that have come out of World War 
II, but two actions by the House of 
Delegates are perhaps of the great- 
est significance. These are: 


APPROVAL of collective bargain- 
ing by state associations as the core 
of a far reaching economic security 
program. 

APPROVAL of a vigorous public 
relations campaign, aimed at both 
the employers of nurses and the pub- 
lic, in support of this program. 

Collective bargaining by state 
nurses’ associations is no longer 
strictly an innovation. Efforts to- 
ward this end have been made in 
several states during the last year. 
A few contracts have been signed, 
notably one negotiated by the Cali- 
fornia State Nurses’ Association 
which binds hospitals in the East- 
bay area (See Hospitals news sec- 
tion, September). 

What happened at Atlantic City 
is that this approach was given of- 
ficial sanction and plans were made 
to promote it actively as a national 
program. In reporting the House 
of Delegates’ unanimous approval, 
the Journal of Nursing for Novem- 
ber says: 

“It means that the district and 
state associations, if they follow the 
recommended program, will be able 
to act forthrightly and aggressively 
as spokesmen—or collective bargain- 
ing agents—for their membership in 
securing and maintaining better 
employment conditions, with con- 
sultant service and other assistance 
being provided by the American 
Nurses’ Association.” 

The original words in which this 
course was adopted are also quoted 
by the Journal as follows: 

“The American Nurses’ Associa- 
tion believes that the several state 
and district nurse associations are 
qualified to act and should act as 
the exclusive agents of their respec- 
tive memberships in the important 
felds of economic security and col- 
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lective bargaining. The association 
commends the excellent progress 
already made and urges all state and 
district nurses’ associations to push 
such a program vigorously and ex- 
peditiously.” 

The Journal reports further: 
“Shirley C. Titus, chairman of the 
Committee on Employment Condi- 
tions of Registered Nurses and ex- 
ecutive director of the California 
State Nurses’ Association, which has 
pioneered in the development and 
implementation of a program of 
economic security, was the chief 
interpreter of the program...” 

Other points brought out in the 
discussions at Atlantic City include: 


» One result of such a program 
should be higher quality of nursing 
care, and means to this end should 
be assumed as a responsibility by 
the nursing profession. 


» The individual nurse. may choose 
between her association and a union 
as collective bargaining agent, but 
cannot be represented by both. 


» Under no circumstances would a 
strike or the use of similar coercive 
measures be countenanced. 


>» Minimum employment standards 
will be set by state sections for each 
negotiating group. A negotiating 
group may ask for more than the 
minimum, but not for less. 

» A state association is under no 
compulsion to adopt the economic 
security program. The national or- 
ganization’s action amounts to ap- 
proval, recommendation of such ac- 
tion, and support from national 
headquarters. 


Public Relations: During the last 
year or so, state hospital associa- 
tions generally have hesitated to 
negotiate labor contracts on behalf 
of their members on the ground 
that they are not legally constituted 
for such activity. 

The nursing profession’s pro- 
posed public relations program is 
aimed at applying a stimulus to ac- 
ceptance of the new program. Re- 
ported by the Journal as points 
widely discussed at the biennial are 
these: 

» Further implementation of the 
established standards by a public 
relations program which will con- 





dition and stimulate public: think- 
ing along the lines of reasonable 
employment conditions for nurses. 
>» The development of a long range 
program of educating employers to 
the desirability of collective nego- 
tiation with the professional asso- 
ciation. (Hospitals generally do not 
come under the jurisdiction of the 
National Labor Relations Board 
and only 10 states have comprehen- 
sive labor relations acts.) In many 
instances there is no agency to bring 
legal compulsion upon the hospitals 
to negotiate—hence, the necessity 
for an educational program. 


Negro Nurses: This long trouble- 
some issue was met frankly at At- 
lantic City. The association policy 
of admitting all graduate nurses to 
membership had been restated by 
the Board of Directors last January. 
The House of Delegates approved 
a motion: “TuHat colored nurses 
who are not eligible for member- 
ship in their state nurses’ associa- 
tion be made eligible for member- 
ship in the American Nurses’ As- 
sociation . that we encourage 
membership in state associations 
and instruct our Board of Directors 
to find and propose to us at the 
next convention the solution to giv- 
ing them membership in the A.N.A. 
with representation.” 

The Journal reports that 35 state 
associations now admit Negro 
nurses. 


Nurse Aides: The directors and 
House of Delegates approved a 
statement on this subject which in- 
cluded the following points: 

» That with the advice of educa- 
tional authorities, nurses are quali- 
fied to do so and should assume the 
initiative in directing “practical 
nurse” education. 

» That schools for such trainees 
should be set up in an educational 
environment rather than as part 
of a service program. 

» That the program should be in 
the nature of adult education, and 
that only those students be accepted 
who will be eligible for licensure at 
the end of training. 

» That schools be organized as an 
entity, rather than as a subdivision 
of some other department. 

» That when training is provided 
in vocational schools it be given 
independently of home economics 
or trade and industry control. 

» That qualified nurses serve as di- 
rector, instructor of nursing and 
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supervisors, and that properly su- 
pervised practice fields be provided. 


Prepayment: A report by the Joint 
Committee on Nursing Service in 
Prepayment Health Plans (repre- 
senting also the National Organiza- 
tion of Public Health Nursing) 
covered several points, of which two 
are especially pertinent: 

» Controls over the use of nursing 
service should be the joint respon- 
sibility of the nursing profession, 
the medical profession, and the ad- 
ministration of prepayment plans. 

» Prepayment health insurance 
plans should be expanded with pro- 
visions for nursing service including 
nursing care in the home. The com- 
mittee “believes that in addition to 
voluntary effort, governmental as- 
sistance is necessary for obtaining 
adequate distribution of health 
services.” (Note: Before adoption 
of this report by the House of Dele- 
gates, according to the Journal, “It 
was made very clear that these prin- 
ciples were recommended as those 
which should be followed when 
nursing is included in any type of 
prepayment health plan, voluntary 
or compulsory, but that their adop- 
tion would not constitute specific 
endorsement of either type of plan.” 


Election: The three organizations 
meeting simultaneously in Atlantic 
City elected officers as follows: 

American Nurses Association — 
President, Katharine J. Densford; 
first vice-president, Mrs. Ruth P. 
Kuehn; second vice-president, L. 
Louise Baker; secretary, Mrs. Min- 
nie Laird; treasurer, May Kennedy. 

National League of Nursing Edu- 
cation — President, Ruth Sleeper; 
treasurer, Lucile Petry. 

National Organization of Public 
Health Nursing — President, Ruth 
Hubbard; first vice-president, Ruth 
Freeman; second vice-president, 
Mrs. David K. Ford; treasurer, L. 
Meredith Maxson; secretary, Ruth 
Houlton. 


Recruits 40% Short 


A number of national nursing or- 
ganizations have started work on 
the details of a new student recruit- 
ment program which is expected to 
coordinate all recruitment activi- 
ties under a single operating staff. 

A primary reason for inaugurat- 
ing a new recruitment drive is the 
results obtained from a question- 
naire sent to schools of nursing by 
the Council on Professional Prac- 


tice. Of 953 schools of nursing re- . 


porting by early October, 19,441 
new students had been enrolled in 
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fall classes. This figure represents 
59-5 per cent of the total students 
desired. The schools hoped to en- 
roll an additional 13,247. 

In a comparison of fall classes 
this year and in 1945, the survey 
showed that 39,550 new students 
were enrolled in schools of nursing 
during the first 10 months of 1945 
as against 24,301 in 1946. The sur- 
vey also reported 4,949 beds closed 
in 151 hospitals because of a lack 
of nursing personnel. 

First step in the new program was 
settled at the National Nursing 
Council meeting October 18 in New 
York City when the following res- 
olution was adopted: 

“THAT a committee on enroll- 
ment of student nurses be appoint- 
ed; this committee to be composed 
of representatives of employer 
groups, including the public, and 
of representatives of nursing and 
allied organizations; this commit- 
tee to be autonomous, with power 
to seek funds, appoint staff, develop 
and execute programs, etc., the Na- 
tional League of Nursing Educa- 
tion to serve as a holding body for 
funds. In the event the League does 
not take the committee on this 
basis, the committee would function 
as an independent unit.” 

At press time no definite plans 
had been announced on appoint- 
ment of a public relations director 
for administration of the program. 
It was expected, however, that the 
program would get under way soon. 


D. C. Pay Rates 


Boards of trustees of hospitals in 
and around Washington, D. C. are 
studying a report which they re- 
ceived from the National Capitol 
Area Hospital Council September 
18. It contains a recommendation 
for revision of salaries and other 
benefits for the nursing staffs, and 
follows quite closely a_ proposal 
submitted for the Graduate Nurses’ 
Association by its president, Miss 
Ashby Taylor, in July. 

SaLary: General duty nurses will 
start at $170 a month ($10 more 
than the nurse association mini- 
mum) with meals and laundry fur- 
nished by the hospital, or $145 when 
room is included; $5 a month extra 
for evening and night duty; $5 a 
month annual increase for two 


years. Head nurses and supervisors 
are to be given a salary differential 
commensurate with ability and ex- 
perience. If the schedule used by 
J. G. Capossela, superintendent at 
Emergency Hospital is followed, 
head nurses will receive $10 addi- 











tional and supervisors $20. The 
present 6-day, 48-hour week con- 
tinues. 

VacaTION: One working day a 
month will be granted for each full 
month of employment during the 
first year with one additional day of 
leave a year to a maximum of 18. 

TERMINAL LEAVE: Any nurse vol- 
untarily separated after one year 
will be entitled to unused annual 
leave to her credit at the day of 
separation. Those otherwise re- 
moved will receive unused leave at 
the discretion of the administrator. 

Sick LEAVE: A credit at the rate 
of one day a month of employment 
is granted, not to exceed 24 days. 

OTHER BENEFITS: Five holidays. 
The council recommended that 
nurses be enrolled in a hospitaliza- 
tion plan at their own expense. 
Under the present plan, nurses are 
hospitalized without cost but also 
without sick leave time. It was rec- 
ommended that each hospital estab- 
lish a pension plan to cover nurses. 
Also recommended was a physical 
examination of each nurse at time 
of employment with an annual 
checkup afterward. 


A National Dicnasial 


A nationwide drive for $2,000,- 
ooo to erect a national nurses me- 
morial in Washington, D. C., in 
honor of nurses who served in the 
armed services will get under way 
November 17. The memorial will 
be a building, similar to the Army- 
Navy Club, for visiting nurses. 

During the time between Pearl 
Harbor and V-J Day 16 Army nurses 
were killed by enemy action. An- 
other 67 were taken prisoner by the 
enemy. For the Navy there were no 
combat deaths but 16 nurses were 
imprisoned. 


Army-Navy Supply 

The armed services are still feel- 
ing the shortage of nurses and the 
latest development comes from the 
War Department, which reports 
that it is temporarily holding on 
duty about 1,000 Army nurses who 
were scheduled to start terminal 
leave in October, November and 
December. This is a change from 
the policy announced during late 
September that officers are to re- 
ceive their terminal leave within 
the period of time for which they 
are signed. 

These nurses will remain on ac- 
tive duty if necessary for the entire 
time for which they are signed up. 
They cannot be held for a longer 
period, but their terminal leave 
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time will be extended beyond that 
date as was the general policy un- 
der former separation criteria. The 
newer separation rulings hinged on 
budgetary limitations and desirabil- 
ity of a completely volunteer officer 
corps. 

Most nurses in army hospitals 
scheduled to be closed by Decem- 
ber 31 will not begin their leave 
until after that date. Those hospi- 
tals are Halloran, Staten Island, 
N. Y.; Bruns, Santa Fe, N. M.; 
Mason, Brentwood, Long Island, 
N. Y.; and Wakeman, Camp Atter- 
bury, Ind. 

The Army’s recall quota for 1,000 
nurses (See Hospirats, September, 
Page 108) is only partially filled, 
Major Gen. Norman T. Kirk, the 
surgeon general, reports. On Sep- 
tember 24 about 250 nurses had re- 
turned to active duty and General 
Kirk said that 750 more vacancies 
must be filled before November 30 
to prevent a shortage. During No- 
vember and December approxi- 
mately 3,500 nurses will be eligible 
for separation due to the volunteer 
statements they have signed. From 
a peak wartime strength of 56,000 
nurses, the corps has dropped to 
less than 10,000. About 75,000 
soldier patients remain in Army 
hospitals throughout the world. 

For the Navy also, 1,000 nurses 
are needed but the time limit is 
set for next July. The Navy Nurse 
Corps strength in October was 
down to approximately 2,300 from 
a peak of 11,000 which was reached 
in July 1945. About 24,000 patients 
remain on the Navy roster. 

The Navy’s regular demobiliza- 
tion program has been completed, 
nurses having had until October 1 
to transfer to the regular corps. 
Navy nurses now must meet the 
more rigid qualifications for entry 
into the regulars including the age 
limits of 22 to 30. The reserve 
transfer age was 38. For both Army 
and Navy the exact needs will not 
be known definitely until the peace- 
time service strengths of the serv- 
ices are determined. 

A six-week stepup in the demo- 
bilization of hospital corpsmen was 
indicated by the Navy in setting 
January 15 as the deadline for the 
release of all Naval Reserve and in- 
ductee hospital corpsmen who have 
been involuntarily retained on ac- 
tive duty. About 1,000 men are in- 
volved. March 1 had been set in 
August demobilization plans. 

Of approximately 3,000 corpsmen 
with less than 18 months’ active 
luty who were retained beyond 
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September 1, approximately 500 
were released October 1. Additional 
groups of 500 are being released on 
the first of each succeeding month 
as they become eligible for dis- 
charge. 


The Legion Stand 


Possible future legislative action 
in nurse training programs was in- 
dicated at the annual convention 
of the American Legion in San 
Francisco September 24 to 29. The 
Legion passed a resolution which 
recommended support of federal 
legislation which would reopen en- 
listments in the Cadet Nurse Train- 
ing program. Recruiting under the 
Bolton Act terminated in October 


1945. 
New York Salaries 


Nurses and attendants in mu- 
nicipal hospitals in New York City 
have been granted wage and hour 
concessions beginning November 1, 
not as the direct result of recent 
union demands, it is reported, but 
because the city seeks to recruit ad- 
ditional personnel for its depleted 
hospital staffs. Workexs in 25, hos- 
pitals and two public homes will 
benefit. 

These are the benefits provided 
in the new schedule: 


REGISTERED NURSES—-minimum sal- 
ary $2,400 a year plus $240 yearly 
addition for tuberculosis, commu- 
nicable diseases, venereal and psy- 
chiatric services; two annual in- 
crements of $120 each. 

PRACTICAL NURSES — salary $145 
monthly; additional $20 a month 
for hazardous service as described 
above. 

HosPITAL ATTENDANTS—minimum 
salary $135 monthly; additional $15 
a month for hazardous service. 

ADDITIONAL BENEFITS—40-hour, 5- 
day week; 25, days vacation, 12 legal 
holidays and 12-days’ sick time will 
be allowed annually; non-mainte- 
nance salaries include two meals 
while on duty and laundering of 
uniforms (when maintenance is 
provided it includes board; lodging 
and laundering of uniforms for a 
salary equivalent of $40 a month); 
a pension plan through the New 
York City Employees Retirement 
System. 

The Registered Nurse’s Guild, 
No. 1043, an affiliate of the Ameri- 
can Federation of State, County and 
Municipal Employees, A.F.L., in a 
recent resolution demanded a min- 
imum salary of $3,000 a year for 
registered graduate nurses and has 


asked further, a minimum salary of 
$12.50 for each consecutive eight 
hours of duty by private duty 
nurses. 


The executive committee of the 
Greater New York Hospital Asso- 
ciation, also studying the wage-hour 
problem, has made a preliminary 
recommendation urging association 
members to establish a basic mini- 
mum salary of $200 a month for 
staff nurses, to be paid in cash or 
the equivalent. It is reported that 
several New York hospitals now 
meet such a minimum. Further 
study of salaries and hours was to 
be made at a meeting scheduled 
for October 25. It was expected that 
the recommendations of Districts 
13 and 14 of the New York Nurses’ 
Association would be submitted by 
that time. 


Imported Aides 


England’s shortage of nurse aides, 
called sanatoria domestic workers, 
has resulted in the importation of 
“a substantial number” of Estonian, 
Latvian and Lithuanian women 
from displaced persons camps in the 
British zone of Germany, according 
to a dispatch to the New York 
Times. These women are described 
as volunteers, who will receive the 
same wages paid to British women 
for the same work. 


How Many Aides? 


An experiment designed to de- 
termine a satisfactory ratio of pro- 
fessional and practical nurses on 
hospital staffs has been started in 
New York City by the New York 
State Committee of the National 
Association for Practical Nurse Ed- 
ucation with the cooperation of 
three hospitals. For the present, 
however, problems of housing facil- 
ities and adequate salaries are com- 
plicating the picture. 

A six-month hospital duty pro- 
gram was begun September 16, and 
when it is in full cperation 60 
graduates of approved practical 
nursing schools and licensed prac- 
tical nurses who have taken an ap- 
proved refresher course will be 
participating. During the experi- 
mental period data are being col- 
lected on specific phases of their 
service. The practical nurses them- 
selves will be asked to report their 
own reactions. 

Cooperating hospitals are the 
New York Hospital, Presbyterian 
Hospital and the New York Post- 
Graduate Medical School and Hos- 
pital. Because of lack of suitable 
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housing, nurses have not been as- 
signed to New York Hospital. An 
added problem is that of salary. 
Miss Hilda M. Torrop, who, as 
president of the national practical 
nurse group, is supervising the pro- 
gram, reports that the specified 
salary of $135 per month without 
maintenance may not be adequate 
to cover room and board in New 
York City and still Jeave a reason- 
able residual sum. 

She also cautioned that “it may 
not be possible within the six 
months’ period to obtain profes- 
sional and practical nurse ratios, 
but . . . we will be able to gather 
valuable information on the num- 





ber of practical nurses that can be 
absorbed in hospitals of the type 
that are cooperating, and also on 
the best use of practical nurse 
service.” 

All participating practical nurses 
have the same salary and hours. A 
48-hour, 6-day week has been agreed 
upon. The women are rotated 
through day, evening and night 
services. 

At the end of the six months 
these practical nurses may become 
permanent members of the hospi- 
tals’ nursing staffs with salary in- 
creases and other employment bene- 
fits provided regular employees. 





Federal, Administrative 





FOR HILL-BURTON STATE LAWS 


(From the Washington Service Bureau) 


Groundwork for administration 
of the Hill-Burton Hospital Survey 
and Construction Act now has 
progressed to the point where a 
definite time schedule can be vis- 
ualized. 

The Federal Hospital Council 
has met once since the original ses- 
sion September 17-19. On October 
8 and g a meeting was held to con- 
sider the drafting of regulations for 
carrying out the purposes of the act 
under the U. S. Public Health Serv- 
ice. A meeting has been scheduled 
for November 13, with tentative 
plans for another in December. It 
is anticipated that regulations will 
be finally revised and approved by 
the end of the year. 

Model legislation to be used as 
guides in the states was getting defi- 
nite action from the Council of 
State Governments. October 4 and 5 
that group met in Chicago to study 
enabling legislation for the survey 
and construction program and hos- 
pital licensing laws. 

The draft for an enabling act 
proposed by the Federal Security 
Agency was studied, revised and ac- 
cepted by the drafting committee. 
The American Hospital Associa- 
tion participated in the production 
of this act. It was expected that 
copies for distribution to state hos- 
pital associations would be avail- 
able in early November. 

The American Hospital Associa- 
tion’s draft of a model hospital 1i- 
cense law will be used as the basis 
of discussion when the council meets 
at an early date to study this phase 
of legislation. Interested profes- 
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sional and governmental groups 
will participate. The drafting com- 
mittee has set January 1 as a, dead- 
line for completion for at that time 
44 states will have legislatures in 
session. 

There are now 29 states which 
have reported to Surgeon General 
Thomas Parran that they have des- 
ignated state agencies for survey and 
planning. 

The state departments of health 
have been designated in: California, 
Connecticut, Georgia, Idaho, In- 
diana, Iowa, Kansas, Minnesota, 
Nevada, New Mexico, North Da- 
kota, Ohio, Oklahoma, Tennessee, 
Utah and Virginia. 

Other states’ agencies are: Flor- 
ida, State Improvement Commis- 
sion; Mississippi, Commission on 
Hospital Care; New Jersey, Depart- 
ment of Institutions and Agencies; 
North Carolina, Medical Care Com- 
mission; South Carolina, State Re- 
search, Planning and Development 
Board. 

Michigan and Washington have 
designated agencies but did not 
specify which agency. 


Army Separation 


Reduction in length of service 
requirements for Army medical de- 
partment officers was scheduled for 
November 1, according to an an- 
nouncement by the War Depart- 
ment. 

Medical Administrative, Sanitary 
and Veterinary Corps officers, for- 
merly required to serve for 36 
months, now may be released with 
32 months’ service. Dental Corps 








officers must serve 24 months in- 
stead of the former go month re- 
quirement. 

No change is made in the criteria 
for non-specialist Medical Corps of- 
ficers and medical department dieti- 
tians and physical therapists where 
24 months’ service is required. Ex- 
cepted in the new separation policy 
are Medical Corps officers with pri- 
mary or secondary classifications in 
certain military occupational spe- 
cialties, and those who are assigned 
to duties utilizing their specialty. 
Such officers must complete 36 
months’ service. 

It was also pointed out that med- 
ical department officers on duty in 
general hospitals closing out before 
January 1 may be retained on duty 
beyond eligibility until the closing 
date for that hospital, but in any 
event must be released to begin 
terminal leave not later than De- 
cember 31 of this year. Medical de- 
partment officers on duty in regional 
station hospitals may be retained 
on duty beyond date of eligibility, 
but must be released to begin ter- 
minal leave not later than Decem- 
ber 1. 

Medical department officers sur- 
plus to requirements of major com- 
mands, or returned from overseas 
theaters will be separated if they are 
within 60 days of eligibility for 
release. 


Growth of OVR 

While hospitalization of phys- 
ically handicapped persons by state 
agencies which cooperate with the 
Office of Vocational Rehabilitation 
during the year ending June 30 was 
more than double that of fiscal 1945, 
still further increases are antici- 
pated by OVR officials. This opin- 
ion is based on two factors: (1) in- 
creased appropriations and (2) ex- 
panding programs in state divisions 
of vocational rehabilitation and 
state agencies serving the blind. 

During fiscal 1945, the first full 
year of operation under the Voca- 
tional Rehabilitation Act amend- 
ments of 1943, there were 161,047 
persons receiving services through 
state agencies. The preliminary esti- 
mate for 1946 shows this year’s to- 
tal up to 169,794. During the year 
total appropriations amounted to 
$14,136,000, of which the federal 
contribution was $10,239,500. For 
fiscal 1947, state and federal appro- 
priations have been increased to a 
total of $19,700,000. 

During fiscal 1946, a total of 5,248 
persons received 66,383 days of hos- 
pital care purchased by state divi- 


HOSPITALS 









Pe ee 


2.4 wi AL 














FEDERAL HOSPITAL COUNCIL—First meeting of the council, set 
up under terms of the Hill-Burton Act, was held in Washington in 
mid-September. Attending were: Mrs. Evelyn S. Hicks; Watson B. 








Miller, Federal Security Administrator; Thomas Parran, M.D., USPHS 
surgeon-general and council chairman; J. Melville Broughton; (stand- 
ing) Michael Davis; The Very Rev. Msgr. John J. Bingham; Clinton S. 


Golden, Robin C. Buerki, M.D.; Graham L. Davis and Albert W. Dent. 





sions of vocational rehabilitation 
as part of the total program. This 
represented an increase of 105.7 per 
cent over 1945 when 2,551 patients 
were hospitalized for a total of 
43,889 patient days. In addition, 
state agencies for the blind pur- 
chased 3,323 days of hospital care 
for 322 clients in 1946, as compared 
with 1,597 days’ care for 172 per- 
sons in 1945. Final figures on costs 
of hospital care purchased in 1946 
are not yet available, but OVR of- 
ficials estimate the total at about 
$580,000. 

Vocational rehabilitation _ pro- 
grams are now in operation in all 
states, the District of Columbia, 
Hawaii and Puerto Rico. Future 
plans call for an expansion of serv- 
ices to keep pace with the annual 
increment of disabled or chron- 
ically ill persons, closer relation- 
ships with physicians and hospitals 
to encourge early referral of patients 
who may benefit from vocational re- 
habilitation services, and an in- 
creased use of psychiatric services 
and mental hygiene clinics in the 
treatment of emotional aspects of 
illness and disability. 


Physical restoration is not a gen- 
eral medical care program. It does 
not ordinarily include care. for 
acute illnesses. It is designed to 
serve those who are occupationally 
handicapped by physical or mental 
disabilities that can be corrected or 
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alleviated by medical and related 
treatment. 

Georgia, South Carolina, North 
Carolina and Florida provided the 
largest number of persons for such 
services in 1946. Some of the factors 
contributing to large case loads are: 


(1) the vigor and aggressiveness of 
state officials in promoting and ex- 
tending physical restoration services 
as part of vocational rehabilitation; 


(2) the lack or meagerness of estab- 
lished facilities for medical care un- 
der either public or voluntary aus- 
pices, and (3) the general economic 
level of the state as reflected in per 
capita income, nutritional standards 
and stage of development of health 
services. 

Costs of medical examinations 
and treatment, vocational training 
and other case services are shared 
by federal and state governments 
on a 50-50 basis. All necessary ad- 
ministrative costs are assumed by 
the federal government, as are the 
costs of serving war disabled civil- 
ians such as merchant seamen. 


Mental Hygiene 


Preliminary planning and _ or- 
ganizational work for the mental 
health research program to be car- 
ried out under P.L. 487 of the 79th 
Congress ‘is now under way, Dr. 
Robert H. Felix, chief of the Divi- 
sion of Mental Hygiene, USPHS, 





reports. Other than planning and 
organization, little will be done un- 
til funds are appropriated. The 
last Congress neglected this matter. 
A new budget will be submitted 
when the 80th Congress convenes. 

The six specialists named to the 
National Advisory Mental Health 
council are: Dr. Edward A. Strecker, 
professor of psychiatry, University 
of Pennsylvania; Dr. William C. 
Menninger, Menninger Founda- 
tion, Topeka, Kan.; Dr. John Ro- 
mano, professor of psychiatry, Uni- 
versity of Rochester, N. Y.; Dr. 
Frank F. Tallman, commissioner 
of mental diseases, Columbus, Ohio; 
Dr. David M. Levy, assistant pro- 
fessor of psychiatry, Columbia Uni- 
versity, New York City; Dr. George 
S. Stevenson, medical director, Na- 
tional Committee for Mental Hy- 
giene, New York City. 

At a first council meeting three 
committees were set up but selec- 
tion of members is not complete. 
This is expected soon. The com- 
mittees will meet to formulate and 
submit recommendations to the 
council. The committee heads are 
Dr. Romano, research; Dr. Strecker, 
training, and Dr. Stevenson, com- 
munity services. 


Staff Changes 

Two administrative personnel 
changes in the U. S. Public Health 
Service during October have been 
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reported by Surgeon General 
Thomas Parran. Dr. Herman Hille- 
boe was appointed to the newly 
created post of assistant chief, Bu- 
reau of State Services, and Dr. W. 
Palmer Dearing was named chief of 
the Division of Commissioned Of- 
ficers. 

In taking over his new duties, 
Dr. Hilleboe will continue as chief 
of the Tuberculosis Control Divi- 
sion, a position he has held since 
creation of the division in July 
1944. Formerly director of the Min- 
nesota State Division of Tubercu- 
losis Control, he became special 


consultant in tuberculosis to the 
National Institute of Health in 


1937. He was appointed senior as-, 


sistant surgeon in the regular corps 
of the USPHS in 1939. 

Dr. Dearing came to the Division 
of Commissioned Officers last May 
from the Division of Public Health 
Methods where he served as deputy 
chief. He will hold the rank of med- 
ical director. During the war he 
served first as assistant and later as 
chief medical officer for the Office 
of Civilian Defense. He also has 
been personnel officer for the health 
division of UNRRA. 





Veterans’ Affairs 





MORE CONTRACTS FOR SERVICE 


(From the Washington Service Bureau) 


To the slowly growing list of 
states agreeing to contract with 
Veterans. Administration for the 
hospital care of eligible veterans 
last month was added Massachu- 
setts. Massachusetts Hospital Serv- 
ice, Inc., Boston, as the designated 
intermediary, submitted the con- 
tract for which approval by the VA 
Supply Service was expected shortly. 
Nine states now have contracts. 
They are Michigan, Oregon, North 
Carolina, South Carolina, Kansas, 
Maine, Illinois, Massachusetts and 
West Virginia. 

During the month ending Oc- 
tober 15, another contract was 
signed and approved. That was 
with the New York Department of 
Mental Hygiene for beds in 18 of 
its mental hospitals for the fiscal 
year 1947. The contract provides 
for neuropsychiatric and tubercu- 
losis beds for which VA reportedly 
has greatest need. 

Intermediaries in five other states 
have received contracts but had not 
returned them for approval by mid- 
October. The states are Connecticut, 
Alabama, New Hampshire, Mon- 
tana and Indiana. All states having 
hospital associations have been con- 
tacted by VA with regard to initiat- 
ing negotiations with designated in- 
termediaries. 

» Along other fronts greater prog- 
ress was evident. Contracts with 
state medical groups have been 
signed and are in operation in 19 
states and the District of Columbia. 
The latter contract is for examina- 
tion purposes only. The 19 are 
Michigan, California, Kansas, New 
Jersey, North Carolina, Washing- 
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ton, Oregon, West Virginia, Maine, 
Ohio, South Carolina, Illinois, In- 
diana, Montana, New York, Penn- 
sylvania, Utah, Wisconsin and 
Idaho. 


» Agreements have been reached 
with dental societies in 41 states 
and the District of Columbia for 
dental service for eligible veterans. 
Negotiations are under way in all 
other states. 


» Pharmacists in 44 states and the 
District have contracted through 
state pharmaceutical associations to 
provide drugs prescribed by local 
physicians for eligible veterans. 
Fees charged by pharmacies operat- 
ing under the plan approximate 
average charges to the general pub- 
lic. In addition to drugs, certain 
specified ‘“‘medical requisites” are 
prescribed in emergencies. As ex- 
amples: Insulin syringes, nebulizers, 
ice bags, feeding tubes. 


Volunteer Aid 


Organized community volunteer 
groups now are being brought into 
Veterans Administration hospitals 
and homes to participate in the 
medical rehabilitation program, Dr. 
Paul R. Hawley, chief of the VA’s 
medical service, reports. He stated 
that volunteers receive proper in- 
doctrination before being permitted 
to work with patients. 


Volunteers may be used in the 
medical rehabilitation program to: 
Assist with activities such as occupa- 
tional therapy, educational retrain- 
ing, pre-vocational shop retraining, 
and activities for the blind, per- 
form clerical duties, prepare teach- 
ing materials and conduct group 


discussion and lectures, provide 
supplementary supplies and equip- 
ment, assist in transportation of 
patients. 


New Hospitals 


Veterans Administration hospital 
construction, which long has lagged 


- behind schedule, took a definite up- 


swing during September and early 
October. Construction was begun 
on a 4oo-bed general medical and 
surgical hospital at Providence, 
R. 1, and preliminary plans and 
specifications for three others were 
approved by the Office of the Chief 
of Engineers in the War Depart- 
ment and by the Veterans Adminis- 
tration. 

In addition to the Providence 
hospital, construction is under way 
on a 527-bed neuropsychiatric _hos- 
pital at Lebanon, Pa., and a 1,172- 
bed neuropsychiatric hospital at 
Tomah, Wis. No new postwar vet- 
erans’ hospitals have been com- 
pleted to date. 

The three new hospitals for 
which preliminary planning ap- 
proval was announced in early Oc- 
tober are at Fort Hamilton in 
Brooklyn, Albany and Buffalo, N. Y. 
Each contains 1,000 beds including 
800 general medical and surgical 
and g00 neuropsychiatric beds. All 
three are steel frame buildings of 
fireproof construction. 

Gen. Omar N. Bradley, Adminis- 
trator of Veterans Affairs, cited 
specific reasons for earlier delays 
in his address at the National VF W 
Encampment at Boston. Said Gen- 
eral Bradley: 

“Those wartime shortages that 
blocked hospital construction §per- 
sisted after the shooting had ended. 
Appropriations were insufficient to 
meet rising construction costs. Sites 
had to be resurveyed to fit in with 
our medical center location plans.” 

Now Veterans Administration has 
secured priorities on hospital con- 
struction when other government 
building may go by the boards, and 
has enlisted the services of the Army 
Engineer Corps to supervise pre- 
liminary planning. General Bradley 
predicts that by next spring the 
program should be gaining head- 
way. The Veterans Administration 
program calls for the construction 
of 76 new hospitals. Earlier plans 
listed 78, but four hospitals were 
consolidated to two at West Haven, 
Conn., and Kansas City, Mo. 

Construction was under way on 
15 additions to existing hospitals 
by the first of October, and 17 addi- 
tions had been completed. Funds 
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proximately thirty per cent of 
syphilitic patients exhibit abnormali- 
ties in the spinal fluid during initial 
examinations, without displaying clin- 
ical symptoms of cerebrospinal in- 
volvement. Although adequate rou- 
tine treatment of early syphilis will 
prevent the appearance of abnormal- 
ities in most cases, the use of Trypars- 
amide Merck combined with adju- 
vant therapy, e. g., hyperthermy or 
penicillin, is suggested in resistant 
cases. 


In incipient cases of dementia para- 
lytica, the use of Tryparsamide Merck, 
combined with other appropriate forms 
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ing degrees of symptomatic improve- 
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be expected in more advanced cases 
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the prolongation of life. 


The effectiveness of Tryparsamide 
Merck in the treatment of resistant 
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the meningovascular barrier of the 
central nervous system. 
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have beeen authorized for another 
25 additions, but plans and specifi- 
cations for these have not been 
completed. 


Hospitalization 


By September go the number of 
veterans hospitalized by Veterans 
Administration had increased 31 
per cent since V-J Day. The total 
on the September date was 106,231 
patients, compared with 81,081 on 
V-J Day. Of the total 80,862 were 


in VA hospitals, 12,930 in non-VA 
hospitals and 12,439 in VA homes. 


Employee Health 

Periodic chest x-rays of all em- 
ployees of Veterans Administration 
hospitals and homes have been or- 
dered by Dr. Paul R. Hawley, chief 
medical director. New employees of 
hospitals and homes will be given 
x-rays at time of employment while 
personnel now employed will be 
examined as soon as possible, and 
at least annually thereafter. 





Labor Activities 





EXEMPTION IN RHODE ISLAND 


Hospitals in Rhode Island that 
can be classified as charitable in- 
stitutions need not bargain collec- 
tively with their employees. The 
State Labor Relations Board has 
so ruled in the case of Rhode Is- 
land Hospital, Providence, of 
which O. G. Pratt is director. 

This decision was announced Oc- 
tober 1 at the conclusion of what is 
regarded as a test case that was 
started May 29 with a petition filed 
by the Building Service Employees 
International Union, A.F.L. The 
union sought to represent all em- 
ployees in the engine room, laun- 
dry and maintenance shop, the 
truck drivers, elevator operators, 
ambulance drivers, orderlies, por- 
ters, watchmen, groundskeepers, 
kitchen help and laborers. 

A state labor law specifically ex- 
empts charitable institutions from 
an obligation to bargain collec- 
tively. At hearings August g and 
15, the union offered evidence in- 
tended to show that Rhode Island 
Hospital was not in fact a charitable 
institution, and that the State La- 
bor Relations Board should there- 
fore assume jurisdiction in the 
dispute. 

In concluding that it had no 
jurisdiction, the board held in part 
that: 

“The hospital is supported con- 
siderably by charitable contribu- 
tions and also on income from funds 
established for the benefit of the 
hospital. 

“Over 50 per cent of its patients 
treated or cared for pay less than 
the cost of their care and many 
patients are hospitalized without 
charge. It also maintains clinics for 
the general public unable to pay 
for medical care. 

“Unlike a private hospital, it has 
no stockholder, bondholder, nor 
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does it pay profits to any person or 
persons in the form of dividends. 

“For years the tax assessor of the 
City of Providence has exempted 
it from taxes on buildings and other 
holdings for the reason that it was 
a charitable institution. The evi- 
dence leaves no doubt that the hos- 
pital is operated solely for charita- 
ble purposes . . . The board must 
therefore find and conclude that 
. . . the Rhode Island State Labor 
Relations Board has no _ jurisdic- 
tion in this proceeding.” 


At Lansing 


An illegal strike against the Ed- 
ward W. Sparrow Hospital of 
Lansing, Mich., on September 14 
(see October Hospirats, page 99) 
lasted four days. On September 17 
the Amalgamated C.I.O. Local 93 
legalized its action by giving a go- 
day strike notice, whereupon em- 
ployees returned to work and the 
state mediation machinery was put 
in motion. 

From the beginning trustees of 
the hospital declined, as is their 
privilege under Michigan law, to 
consent to an election among em- 
ployees on the question of union 
representation. On October 21, four 
days after the notice had run out, 
employees were still at work and 
the union had made no further 
announcement. 


Partial Strike 

Service returned to normal at 
the Pontiac (Mich.) General Hos- 
pital October 12 after a 45-day in- 
terruption resulting from a partial 
strike called by the United Public 
Workers, Local 100, C.I.O. 

Sixty-three employees abandoned 
their posts on August 28 in a care- 
fully worked out pattern. The 
switchboard and admitting depart- 





ment were left intact. Others re- 
maining on the job were distributed 
in a way that was intended to main- 
tain essential services for patients 
while paralyzing all other opera- 
tions. 

The employees’ cafeteria was 
closed. The nurses’ home was closed. 
The laundry was closed. The gar- 
bage piled up. All housekeeping 
activities were halted for five days, 
after which the housekeepers were 
permitted to return. 

During the 45 days nurses and 
others still working were fed at a 
downtown church with the help of 
volunteers. The hospital operated 
at 75 per cent occupancy, according 
to Herbert F. Hammond, adminis- 
trator. 

The union had demanded in- 
creases of $20 a month for salaried 
workers. Pontiac General is a tax- 
supported hospital, and the city 


-held that it could grant no in- 


creases within the budget available. 
Striking employees returned when 
the union accepted a temporary 
solution proposed by the Chamber 
of Commerce: That a $12.50-a- 
month increase be granted until 
December 31. Meantime the voters 
were to decide on November 5 
whether to break a 15-mill tax 
limit. The union has announced 
that if this limit is broken, it will 
demand another increase. 


CONSTRUCTION 


More CPA Denials 


(From the Washington Service Bureau) 








In the six months since the March 
26 construction limitation order 
went into effect, non-housing con- 
struction has been reduced to a 
bare minimum. The rate of denial 
has been stepped up from 26 per 
cent of the total actions taken prior 
to May 90 to 65, per cent in Septem- 
ber. The Civilian Production Ad- 
ministration had this report at the 
end of September: 

» Field offices: 51,325 applications 
approved for construction valued 
at $1,541,800,000; 31,365 denied for 
construction valued at $1,037,903,- 
000. 

» Facilities Review Committee in 
Washington: 610 applications ap- 
proved for construction valued at 
$403,334,000; 4,735 denied for con- 
struction valued at $383,759,000. 

During the month ending Oc 
tober 15 the Facilities Review Com- 
mittee denied two applications for 
hospital construction; approved one 
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on appeal and one on resubmission; 
was holding two for study. 

The applications for hospital con- 
struction at Oak Park and Stickney, 
Ill. were denied. Two were under 
study. One was a resubmitted ap- 
plication from the Allentown, Pa., 
hospital. The original application 
for a new wing was denied. The 
new application called for an addi- 
tional floor to the present maternity 
wing. Also under study was an ap- 
plication from the Sisters of St. 
Francis for a 500-bed hospital at 
Scottsbluff, Neb. The confirmed bid 
was $1,100,000. 

On appeal from the district of- 
fice, the application for the new 
Granite Falls, Minn., hospital was 
approved. There will be 38 beds, 
and the old frame hospital will be 
used for a nurses’ home. The re- 
submitted application for St. Clair 
hospital at Schenectady, N. Y., was 
finally approved. In resubmitting, 
critical materials had been dras- 
tically reduced. 

For those meeting approval it 
will be increasingly difficult to get 
materials. On September 1 there 
were 57 groups of materials listed 
on Schedule A to PR 33, the sched- 
ule which channels building mate- 
rials to veterans’ housing. On Oc- 
tober 7 there were 66. Originally 
there had been 14. The list includes 
only residential types of items but 
the fact that a residential type item 
may also be suitable for nonresiden- 
tial use does not take it out of the 
“residential” class, says CPA. 


Mahogany Trim 


A 50-bed jungle hospital, with 
all woodworking done in Peru’s 
abundant crop of mahogany, has 
been opened in San Martin. The 
hospital was built by the Servicio 


Cooperative Inter-Americano de 
Salud Publica as part of Peru’s post- 
war program of development of a 
sound public health system. 

The San Martin hospital can be 
extended to house 60 bed patients 
if necessary. It is complete with 
isolation wards, laboratories, oper- 
ating rooms, sterilizers, pharmacy, 
health center and maternity services. 


Architect Members 


With applications of hospital 
architects approved October 2 by 
the Hospital Architects Qualifica- 
tions Committee, the Association’s 
roster of approved hospitals archi- 
tects now includes 55 names. 
Changes in administrative proce- 
dures under the qualifications pro- 
gram voted by the committee will 
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now permit more rapid action on 
applications submitted. 

Additions to the roster since it 
was originally published in the 
May 1946 issue of HospiTats in- 
clude the following: 

Avpert L. Ayperotr, First National 
Bank Building, Memphis. 

Huspert BurnuAM, Burnham & Ham- 
mond, Inc., 160 North La Salle Street, 
Chicago. 

WIiLurAM H. Crow, Crow, Lewis & Wick, 
200 Fifth Avenue, New York City 10. 

GeriTT J. DEGELLEKE, 152 West Wiscon- 
sin Avenue, Milwaukee. 

AppIsON ERDMAN, Robert D. Kohn and 
Charles Butler, 56 West 45th Street, New 
York City 19. 

Louis E. JALLADE, 597 Fiith Avenue, New 
York City 17. 

WALTER T. Karcuer, Karcher and Smith, 
1520 Locust Street, Philadelphia 2. 

AARON N. Kirr, York & Sawyer, 101 Park 
Avenue New York City 17. 

Rosert Koun, Butler, Kohn and Erd- 
man, 56 West 45th Street, New York City 
19. 
— H. McCautey, Jackson Build- 
ing, Birmingham 3. 

Cuarces B. Meyers, 31 Union Square 
West, New York City. 

I. G. Norton, Norton and Rice, 1004 
Falls Building, Memphis. 

GrorcE W. Pepper Jr., 1600 Walnut 
Street, Philadelphia 3. 

James H. Ritcuie, James H. Ritchie and 
Associates, 38 Newbury Street, Boston 16. 


James GAMBLE Rocers, 70 East 45th 
Street, New York City 17. 

Livincston SmiTH, Karcher and Smith, 
1520 Locust Street, Philadelphia 2. 

Joun V. VANPELT, 45 West 45th Street, 
New York City. 

C. C. ZANTZINGER, Zantzinger & Borle, 
1531 Locust Street, Philadelphia 2. 


Cancer Hospital 


A million dollar gift by the Gold- 
blatt Brothers Foundation for es- 
tablishment of the Nathan Gold- 
blatt Memorial Hospital of the 
University of Chicago was an- 
nounced October 19. The hospital, 
which will be the only university 
hospital with its entire staff en- 
gaged in cancer treatment and re- 
search full time, will be the cente1 
of the university's cancer program. 

Construction will begin in the 
spring if conditions permit. Present 
plans call for at least 50 beds in 
single and two-bed rooms, two op- 
erating rooms, an outpatient clinic, 
staff offices and research labora- 
tories, diagnostic laboratories, re- 
ception rooms, conference rooms for 
the staff and scientists working un- 
der the university’s committee on 
cancer and committee on normal 
and neoplastic growth. 





Education 


NEW RESIDENT TRAINING PLAN 


Additional graduate training to 
resident physicians in hospitals 
through the affiliation of 16 par- 
ticipating hospitals and the Uni- 
versity of Michigan Medical School 
has been inaugurated in Michigan. 
The program, first of its kind to be 
extended on a statewide basis, is 
expected to greatly enlarge facili- 
ties for training hospital resident 
physicians as specialists. 

A $105,000 grant from the W. K. 
Kellogg Foundation to the medical 
school for a three-year period pro- 
vided funds for the program under 
which practicing physicians obtain 
day-by-day continuing education 
through teaching services at the 
participating hospitals. Such serv- 
ices include staff meetings, clinical- 
pathological conferences and teach- 
ing autopsy services. 

Most arrangements will allow the 
comparatively few doctors who re- 
ceive appointments to hospitals of 
medical schools and larger institu- 
tions in metropolitan areas to re- 
ceive the type of training required 
to meet the high standards set by 
the American Specialty Boards for 
Certification. Doctors will spend 


two years at affiliated hospitals as 
interns and assistant residents, and 
then rotate to the medical school 
for advanced study in the basic med- 
ical sciences. At the end of six to 12 
months of study, the doctors will 
return to their original hospitals 
for at least one additional year as 
residents in their clinical fields. 
From 25 to 30 doctors, who al- 
ready have completed two years of 
their resident training, began study 
of the basic medical sciences at the 
university medical school on Oc- 
tober 7. According to Dr. Charles 
F. Wilkinson Jr., assistant professor 


‘of internal medicine and program 


coordinator, other Michigan hospi- 
tals may join in the program. An 
increasing number of doctors are 
expected to participate. Affiliating 
hospitals must have an active teach- 
ing program and meet other mini- 
mum medical school requirements. 

Hospitals affiliated with the pro- 
gram or in the process of affiliating 
are: St. Mary’s Mercy, Blodgett Me- 
morial and Butterworth, Grand 
Rapids; Saginaw General; Leila Y. 
Post Montgomery and Community, 
Battle Creek; St. Joseph’s Mercy 
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PICKER 250 KV self-contained X-ray Therapy Unit 


High depth dose percentage combined with effortless freedom for 












universal angulation. Triple motor-driven movement in all planes is 
controlled to a hair’s breadth by flip-switches lying easily under the 


tadiologist’s fingers. Rating 250 KVP, 15 MA continuous. 


PICKER X-RAY CORPORATION 
300 Fourth Avenue, New York ¢ Waite M’f’g. Division, Cleveland, O. 
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and University, Ann Arbor; Bron- 
son Methodist, Kalamazoo; Hur- 
ley, Flint; Munson, Traverse City; 
Hackley, Muskegon; Foote Me- 
morial, Jackson; Mt. Carmel Mercy, 
Grace and Harper, Detroit. 


Army Training 

Full extent of the Army’s med- 
ical technician training program 
was indicated when Lieut. Gen. 
Norman T. Kirk, surgeon general 
of the Army, reported in October 
that 114,997 enlisted men qualified 
as technicians from July 1939 to 
June 1946. The Army offered 
courses in 10 specialties. An addi- 
tional 8,000 WACs studied under 
the Women’s Army Corps training 
program which was discontinued 
last February. 


The program far exceeded that 
of World War I when goo labora- 
tory and x-ray technicians were 
graduated from Army schools and 
182 men qualified as specialists in 
orthopedic brace-making. Techni- 
cian training in the Army dates 
back to 1913 when a course in x-ray 
was first offered. 


There are now 5,200 enrolled 
in three Army training schools. 
Courses range from two to four 
months of study and on-the-job 
training. 

In the Navy, where specializa- 
tion is greater, there were 47 classi- 
fications of technical specialties in 
the hospital corps. At the peak of 
Navy activity records show that 
58,358 technicians and 137,460 hos- 
pital corpsmen were on duty. Fig- 
ures were not available to show the 
total number of men completing 
hospital corps and technician train- 
ing programs. 


Fall Classes 


A total enrollment of 201 new 
students in fall hospital adminis- 
tration classes at five universities 
was reported by Charles E. Prall, 
director of the Joint Commission 
on Education, in the commission’s 
October News Letter. While the 
number is about equal to last year’s 
registration, the proportion of grad- 
uate, full time students has in- 
creased. 


Washington University, St. Louis, 
and the University of Minnesota, 
Minneapolis, offered the hospital 
administration course for the first 
time this year. Yale University, 
which accepted a W. K. Kellogg 
Foundation grant for a course, did 
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not have enough preparation time 
to open classes this fall. 

Schools and students are: Colum- 
bia University, New York City, 25; 
University of Chicago, 13; North- 
western University, Chicago, 142; 


University of Minnesota, 13, and 
Washington University, 8. It is ex- 
pected that 14 students will com- 
plete the year of graduate work in 
February and an equal number 
next June. 





Organizational 





DR. ROREM TO PHILADELPHIA 


C. Rufus Rorem, Ph.D., C.P.A., 
executive director of the Blue Cross 
Commission of the American Hos- 
pital Association, has resigned his 
position effective December 31. He 
will assume directorship of the re- 
cently formed Hospital Council of 
Philadelphia about the first of next 
year. Dr. Rorem, who organized the 
Blue Cross Commission ten years 
ago when standards for hospital 
service groups were established by 
the Association, has been commis- 
sion director since 1937. 

Before entering Blue Cross work, 
Dr. Rorem conducted medical eco- 
nomics studies for the Rockefeller 
Foundation and the Julius Rosen- 
wald Fund. Previously he was as- 
sistant dean of the University of 
Chicago School of Business. Chair- 
man of the Association committee 
which developed a uniform classi- 
fication of accounts for hospitals, 
he is the author of several books 
on hospital finance and a college 
textbook on accounting. 

As executive secretary of the Phil- 
adelphia council, Dr. Rorem ex- 
pects to concentrate on achieve- 
ment of administrative economies 
in hospitals through improved ac- 
counts, personnel and purchasing 





DR. ROREM 


procedures; on emphasis of the role 
of the hospital as a medical center; 
on development of a long run pro- 
gram for financing capital invest- 
ment and current services and on 
establishment of a sound public 
relations program. 

Dr. Rorem will continue his as- 
sociation with Blue Cross on a con- 
sultant basis. 


More Activity 


A new type of newsletter, giving 
the latest information on _ rural 
health activities, has been distrib- 
uted by the Bureau of Information 
and the Council on Medical Service 
of the American Medical Associa- 
tion. Serving as an interim report 
until the February conference on 
rural health, the newsletter is print- 
ed in booklet form. 

Because of the expanding activi- 
ties of the A.M.A.’s prepaid medical 
care program, two new members 
have been added to the staff of the 
Council on Medical Service. L. S. 
Kleinschmidt, who has spent 32 
years dealing with the public and de- 
veloping organizations for meeting 
rural problems, will devote his 
time to the rural aspects of the 
prepaid care program. Howard 
Brower, who has a background of 
commercial and state insurance ex- 
perience, will assist in the Division 
of Prepayment Medical Care Plans. 


Illinois Assembly 


A special business meeting of the 
Assembly of the Illinois Hospital 
Association has been called for De- 
cember 13-14. The meeting, which 
will be held at the Hotel Abraham 
Lincoln, Springfield, will consider 
six subjects. 

On the agenda are: A proposed 
hospital licensing law and a pro- 
posed enabling act for submission 
to the state legislature to prepare 
for state participation in the Hill- 
Burton Act; proposed revisions in 
the Nurse Practice Act and other 
nursing problems; the revised for- 
mula for payments to hospitals by 
state and federal agencies; any ques- 
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Order your Requirements TODAY! 
Prompt Shipment 


‘~EXAMINING LAMP 


2E104—Telescoping Flexible 
Arm Floor Lamp in Chrome and 
White. Ht. adjustable from 34” 
to 60” exclusive of flexible arm. 
Patented adjustable joint 9” 
base heavily weighted and 
felted. 9 ft. of approved cord. 
Shipping Wt. 14 Ibs. 


Lots of 12 $7.75 each 


Single, each $8.25 


DESK OR TABLE 
LAMP 


2B-138—Statuary Bronze fin- 
ish. Ht. 1542" overall. Shade 
12” in diameter, base 612”. 
Inside reflector frosted alum- 
inum. Uses 100 watt bulb. 
Wired with turn button socket. 
9 ft. of rubber covered cord and 
unbreakable rubber plug. 
Packed 6 per carton. Shipping 
Wt. 6 Ibs. 


Lots of 12 $6.25 each 


Single, each $6.45 


1.E.S. TABLE LAMP 


2E-142—8” x 18’ Parchment 
shade and Bronze finish base. 
Ht. over-all 27’’. Ht. to bot- 
tom of shade 1814". For 100 
watt lamp. Wired with 9 ft. of 
approved cord, turn button 
socket and unbreakable rubber 
plug. Shipping Wt. 12 Ibs. 


Lots of 12 $7.75 each 


Single, each $8.25 





All Prices F.O.B. Chicago 


Established 1899 


NURSES GOWN 


2B-316— Button-front coat 
style with smartly shaped lapels 
and gored back. Belt attached 
at back. Short sleeves. Hand 
pockets. Excellent construction 
throughout to insure extra long 
service—easily laundered. Made 
of white linene. Sizes small, 
medium and large. 


$39.00 .... 


Single, each $3.45 


Combination Down Pillow 


2F-316—New feathers, goose 
and duck, guaranteed odorless, 
equal to pre-war quality. One 
of the best institutional pillows 
on the market for the money 
today. Covered in 8 oz. A.C.A. 
tick. Size 21" x 27”. 


Each $5.95 
Lapel Collar Coat 


Easy fitting three button coat 
with notched lapels and plain 
back. Made of 8 oz. sanforized 
duck or drill. Excellent con- 
struction. Sizes 34 to 46. 


2B-311—Doz. $33.00 


Single, each $3.25 


High Collar Coat 


Military collar style in 8 oz. 
sanforized white duck or drill. 
Popular coat with plain back. 
Very comfortable and pleasant 
fitting. Sizes 34 to 46 


zara: SO 


Single, each $3.25 





Clark Linen & Equipment Co. 
















3841 N.E. Second Ave., 
Phone: Miami 7-5781 





tions members wish to discuss in 
connection with veteran care in 
Illinois hospitals; any other mat- 
ters requiring action or discussion 
by the assembly. 


Radio Series 


A series of local radio programs . 


under auspices of the El] Paso Coun- 
ty (Colo.) Hospital Council were 
inaugurated early in October. Pro- 
grams are intended to inform mem- 
bers of the community about work 
done and problems encountered by 
the hospitals. 

The council, organized in 1945, is 
made up of ten members including 
hospitals, sanatoriums and homes 
for institutional care. Dowell E. 
Patterson, superintendent of the 


Union Printers Home, Colorado 
Springs, is president. 


Added Service 


The American Dietetic Associa- 
tion has inaugurated a new service 
to association members. The serv- 
ice includes advice on management 
problems, purchasing of new equip- 
ment, new building plans, training 
programs for food service employees 
and library material on different 
phases of food administration. 

Bertha Biltz, who joined the as- 
sociation staff September 15 as an 
administrative adviser, will be in 
charge of the service. It is hoped 
that as the program expands she 
will be available for consultation 
by non-members. 





In General 


MORE ON THE 48TH CONVENTION 


Statistics on the 48th convention, 
not available when the conven- 
tion supplement of HospiTAts was 
mailed to members, show what a 
large event it really was. A total of 
6,611 persons, largest attendance in 
Association history; were registered. 
Of these, 4,782 were hospital per- 
sonnel, with 4,654 from the United 
States and territories, 76 from Can- 
ada, ig from other American coun- 
tries and 33 from foreign nations. 
Twenty-eight countries were repre- 
sented. Concurrent American Asso- 
ciation of Medical Record Librar- 
ians and American Association of 
Nurse Anesthetists meetings, in- 
volving dual registrations, are in- 
cluded. 

Commercial exhibits representing 
228 companies occupied 341 booths 
for a total of 22,960 net square feet 
of space, and scientific exhibits of 
26 organizations occupied 35 booths 
for a total of 8,550 net square feet 
of space. Registered exhibitor per- 
sonnel totalled 1,288. 

» Papers submitted by speakers at 
the convention will be available in 
mimeographed form shortly and 
individual copies of talks will be 
supplied without charge. A bound 
mimeographed book of about 500 
pages containing all papers and 
stenographic notes of the general 
sessions will be available at $3 a 
copy. Requests for papers or books 
should be addressed to the Bacon 
Library, 18 E. Division St., Chi- 
cago 10. 

» Members will receive the transac- 
tions of the Philadelphia meeting 
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of the House of Delegates. This will 
include a verbatim report of the 
proceedings of the House of Dele- 
gates and the printed reports of the 
councils and committees as sub- 
mitted to the members. 
» The 49th annual convention of 
the American Hospital Association 
has been approved for St. Louis, 
September 22-25, 1947, with the 
Hotel Jefferson as headquarters. 
Correction: The Blue Cross class 
award for specific public relations 
projects went to the Hospital Serv- 
ice Association of Northeastern 
Pennsylvania rather than North- 
western Pennsylvania which was 
credited with the award in the No- 
vember supplement to Hospirats. 
Election: New officers were elected 
by the University Hospital Execu- 
tive’s Council at a meeting held in 
Philadelphia during the conven- 
tion. Robert H. Bishop Jr., M.D., 
director of University Hospitals, 
Cleveland, was named chairman 
and Gerhard Hartman, Ph.D., su- 
perintendent of the University of 
Iowa Hospitals, Iowa City, secretary- 
treasurer. 


Disability Program 


From October 6 to 12, Employ 
the Physically Handicapped week 
was observed as a national event. 
The country learned that 28,000,- 
ooo Americans have some physical 
disability, although relatively few 
disabilities are outwardly apparent; 
that 2,500,000 disabled, including a 
quarter million disabled veterans, 


LOST AND FOUND 


The lost and found desk set up at the 
Philadelphia convention reports all ar- 
ticles claimed except two. These are car 
keys bearing the number Virginia—1946 
42-661 and a desk key identified as key 
of Sister M. Winefrede’s desk. If the own- 
ers will write to the Association, 18 E. 
Division St., Chicago 10, the keys will be 
returned. 
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need jobs; that only one out of 
every five disabled veterans apply 
ing for work at public employment 
offices finds a job. 

The big job of finding employ- 
ment for these persons was only be- 
gun that week, however, and Presi- 
dent Truman, other high public 
officials and service organizations 
have called for public support of a 
sustained program to provide jobs 
for the physically handicapped men 
and women. In this the Disabled 
American Veterans’ national em- 
ployment officer, Dr. Gilbert S. 
Macvaugh, has asked hospitals spe- 
cifically for cooperation. 


No national formula is offered. 
There is no readily available job 
specification listing which covers 
physical requirements of all posi- 
tions in hospitals. It has been left 
to the initiative of individual ad- 
ministrators. The Disabled Amer- 
ican Veterans, through its local 
committees and cooperating organ- 
izations, plans to contact individual 
hospitals soon to talk over employ- 
ment opportunities for the disabled 
and to encourage placement of these 
applicants in jobs which can be 
handled irrespective of physical dis- 
abilities. 

Hoping to set an example for the 
nation, Veterans Administration has 
set up in the Washington office a 


‘ special unit to interview and place 


the handicapped. VA will survey all 
positions, including those in its hos- 
pitals, to see which can be filled 
competently by the handicapped. 
Among the thousands of physically 
impaired already working for VA 
are 10,631 disabled war veterans. In 
its Washington offices 1,800 of the 
12,500 employees have disabilities 
ranging from 10 to 100 per cent and 
comprise the extremes of physical 
ailments to total blindness and 
double amputations. 

A total of 117,408 disabled vet- 
erans were in training under the 
Vocational Rehabilitation Act on 
September 30 preparing for future 
employment. This is about seven 
times the total number enrolled a 
year ago. Another 52,854 had com- 
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ONCOMETER 


It's used for pharmacological experimentation 
and you'll probably never need one. But if you 
did, Wocher's could supply it in any size. That's 
where we shine, in our ability to supply not only 
the everyday needs of both physician and hos- 
pital, but the odd and unusual and special items. 
We are not surgical supply dealers in the ordi- 


nary sense—we are in a class apart. 


We have in stock many instruments that the average 
supplier has never even heard of, instruments that he 
cannot afford to stock because they are seldom called 


Do not infer from the foregoing that we are specialists 
in anything but complete hospital supply. Our prices 
on Enameled Ware, Rubber Goods and the myriad 
sundries that your hospital needs are highly competi- 














for. We have our own instrument manufacturing plant 


for production of a single special model or thousands 
of duplicates. 








tive. We do business on a nationwide scale on the 
basis of price, quality and service. Contact our local 
representative or write direct to 


‘609 COLLEGE ST. 
CINCINNATI 2, OHIO 
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pleted or discontinued training. In 
all, 507,533 applications had been 
received, 52,398 of which were 
pending advisement. More than g,- 
135,000 veterans are receiving 
monthly compensations or pensions. 
Of this number, 75 per cent are 
veterans of World War II with serv- 
ice-connected disabilities. 

Some employers have learned that 
it is profitable business to hire the 
handicapped, says Dr. Macvaugh. 
He reports that the Bureau of La- 
bor Statistics recently studied the 
record of 63,382 disabled workers 
of 300 employers and found: 

» Absenteeism—4g9 per cent of the 
handicapped were absent less fre- 
quently, 43 per cent as frequently 
and 7.2 per cent more frequently 
than the able bodied. 

» Efficiency —7.8 per cent of the 
handicapped were more efficient, 
87 per cent as efficient and 5.0 per 
cent less efficient than the able 
bodied. 


>» Labor turnover—58.5 per cent of 
the handicapped stayed on their 
jobs longer, 38.8 per cent stayed as 
long and 10.7 did not stay on their 
jobs as long as the able bodied. 

» Accident record--51.1 per cent of 
the handicapped had fewer acci- 
dents, 37.7 per cent has as many 
and 11.2 had more accidents than 
the able bodied. 


ACHA Honors 


Five members of the American 
College of Hospital Administrators 
were advanced to fellow status at 
the convocation held during the 
12th annual meeting of the college 
in Philadelphia, September 28 to 
October 1. 

New fellows are: Sister Ann Mc- 
Keown, Detroit; Carl I. Flath, 
Honolulu, T. H.; Nellie Gorgas, 
Minneapolis; Thomas H. Haynes, 
Knoxville, Tenn.; Sister Martina 
Murray, Detroit. Honorary fellow- 
ships for outstanding service to hos- 
pitals and health were conferred on 
Thomas Parran, M.D., surgeon- 
general, USPHS, and Ignacio Gon- 
zalez, M.D., general director of the 
Central Charities and Welfare 
Board, Santiago, Chile. 

Because of wartime emergencies 
no convocation was held last year 
and both 1945 and 1946 candidates 
received certificates. Of the 223 
awards given, 113 were for 1946 
candidates and 110 for 1945. Mem- 
bership certificates were awarded to 
78 persons and nominceship to’ 140. 


General and educational sessions 
held by the college were addressed 
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by Joseph C. Doane, M.D., medical 
director of Jewish Hospital, Phila- 
delphia, and Frank R. Bradley, 
M.D., director of Barnes Hospital, 
St. Louis, and college president. 
Henry J. Cody, C.M.G., D.D., 
L.L.D., and D.C.L., chancellor of 
the University of ‘Toronto, was 
guest speaker at the annual ban- 
quet. 


Child Health Study 


A comprehensive state-by-state 
study of child health services in 
the United States by a national com- 
mittee of the American Academy of 
Pediatrics now is beginning to take 
shape with the announcement that 
a pilot survey in North Carolina 
has been completed and results are 
being tabulated. 

Dr. John P. Hubbard, director of 
study, formerly of Children’s Hos- 
pital in Boston and Harvard Uni- 
versity Medical School, reports that 
45 states, the District of Columbia 
and Hawaii now have surveys un- 
der way with 12 to be completed 
soon. The U. S. Public Health Serv- 
ice and the Children’s Bureau are 
cooperating. Dr. Warren R. Sisson 
is chairman of the national com- 
mittee. 

When completed, the tabulations 

will show: 
» The facilities available for child 
health services including hospitals, 
and wards and beds in hospitals for 
children; 


>» Community health services pro- 
vided for children; 

» Medical and professional person- 
nel available for child health serv- 
ices, either on a full or part time 
basis; 

» Programs and facilities used for 
training in pediatrics in medical 
schools and teaching hospitals. 

The information, which is being 
compiled through the use of con- 
fidential questionnaires, will be re- 
turned to the individual states when 
tabulated and reports and recom- 
mendations will be prepared. A na- 
tional report also will be drawn up. 
The information will be used by the 
states and the national group to 
outline a program for providing 
better and more evenly distributed 
health and medical care for chil- 
dren. The method for providing 
this care has not been indicated 
and will be left to the discretion of 
state groups. 

Dr. Hubbard reports that the 
study has been endorsed by many 
professional organizations including 
the American Medical and Dental 


associations and is independent of 
any pending legislation. 


Longevity 

The expectation of life at birth, 
according to 1945 figures of the 
Metropolitan Life Insurance Com- 
pany, reached an all time high of 
64.95 years among company policy- 
holders. Figures exclude deaths from 
enemy action. wo primary reasons 
for the’ 1945 high are the raised 
standard of living which resulted 
from full employment at relatively 
high wages and the use of sulfa 
drugs and penicillin in treatment of 
a large variety of infections. 

Gains for aged 20 females be- 
tween 1944 and 1945 were higher 
than males, with two-thirds of a 
year for white females and almost 
a full year for colored females. 
Males of the same age showed al- 
most no change, but this is thought 
to be due partly to the high mortal- 
ity from accidents among men in 
service. Expectation of life at age 
20 in 1945 was: White males, 46.42 
years; white females, 52.02; colored 
males, 43.35; colored females, 46.41. 

Metropolitan Life statistics, cov- 
ering the years between 1879 and 
1945, show an over all life expect- 
ancy gain of 30.45 years. Beginning 
with 34.00 in 1879-1889, rise in life 
expectancy was constant. Gains, at 
five year intervals, are: 

Expectancy 

Calendar Year in Years 
1919-1920 

NGRG ce sacred ee Rr 5551 


*Exclusive of deaths by enemy action, but 
with an allowance for deaths that would 
have occurred normally among those killed 
by enemy action. 


Pension Progress 


Approximately 1,100 agencies in 
more than 135 communities became 
members of the National Health 
and Welfare Retirement Associa- 
tion in its first year of operation. 
The plan, launched October 1, 
1945, now has death benefit pro- 
tection exceeding $14,000,000 in 
force. More than 8,000 health and 
welfare workers are covered. 

It is expected that a large major- 
ity of the 16,000 full time workers 
employed by agencies which are 
plan members will be covered event- 
ually, according to Homer Wick- 
enden, executive secretary of the 
association. Under the one-year 
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waiting rule only 60 per cent of 
the employees were eligible for cov- 
erage at first. 

In the year that the plan has been 
in operation a total of more than 
$28,000 in death claims has been 
paid out. 


Ohio Aid 

More adequate provision for the 
medical needs of aged persons in 
Ohio were made at a recent special 
session of the state legislature, ac- 
cording to the Bulletin of the Ohio 
Hospital Association. A monthly 
ceiling of $50 in grants has been 
set and provisions made for sup- 
plemental care. 

The new regulation provides 
“that in cases of extraordinary need 
and insofar as not in conflict with 
the basis of need established in or 
under federal law, an additional 
allowance of not to exceed $200 in 
any calendar year may be made, in 
accordance with schedules adopted 
by the division, for medical, dental, 
optometrical or hospital care.” 


Payments authorized for care still . 


go directly to the recipient. The 
Ohio association is attempting to 
arrange some plan by which those 
who provide such care may be as- 
sured of payment. 


Smithsonian Exhibit 


The Army Medical Department's 
exhibit, which from September 30 
to October 4 was displayed before 
record audiences at the American 
Hospital Association annual con- 
vention, will be set up in the Smith- 
sonian Institution, Washington, 
D. C. The exhibit has been de- 
scribed as the most complete ever 
assembled by the Army Medical 
Department. 

From Philadelphia the exhibit 
was moved to Detroit for the an- 
nual meeting of military surgeons 
October g-11. It was first shown at 
the annual convention of the Amer- 
ican Medical Association in San 
Francisco last June. According to 
War Department plans, the exhibit 
will be installed at the Smithsonian 
Institution during January and will 
then be open to the general public. 
» John H. Hayes, Association pres- 
ident, said, “I was very gratified to 
learn that the U. S. Army Medical 
Department exhibit which was on 
display at the recent convention of 
the American Hospital Association 
in Philadelphia will be placed in 
the Smithsonian Institution. 

“The completeness of the exhibit 
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and the remarkable adherence to de- 
tail make it one of the most instruc- 
tive types of medical displays it has 
been my privilege to view. The 
thousands of visitors to the Smith- 
sonian who will view this exhibit 
each year will go home with a bet- 
ter understanding and knowledge 
of the advances being made in med- 
ical science and hospital care today. 
It is a fitting memorial to the mem- 
bers of the armed services who were 
charged with the care and treat- 
ment of our fighting men in World 
War II.” 

» Executive Director George Bug- 
bee, in commenting on the exhibit, 
said, ““The activities of the U. S. 
Army Medical Department in 
World War II, as portrayed in this 
exhibit, effectively bring out many 
of the great advancements achieved 
in medicine and surgery and in hos- 
pital care of the wounded and ill 
over a relatively short span of years. 
It is particularly fitting that this 


exhibit, an outstanding example of- 


visual education, be installed in the 
Smithsonian Institution. 

“It is a tribute to the countless 
number of doctors, nurses, techni- 
cians and other Medical Depart- 
ment personnel who made it pos- 
sible for the Army to provide the 
finest and most advanced hospital 
and medical care to its personnel.” 


New Members 


Two more blocks of federal hos- 
pitals have followed the Veterans 
Administration and Office of Indian 
Affairs hospitals in becoming af- 
filiated with the American Hospital 
Association. Institutional member- 
ships were granted recently to 15 
U. S. Army general hospitals and 
26 Marine hospitals operated by the 
U. S. Public Health Service. 





CURRENT LISTING 
OF NEW MEMBERS 











INSTITUTIONAL MEMBERS 


ALABAMA 
Mobile—U. S. Marine Hospital. 


ARKANSAS 


Hot Springs—Army and Navy General 
Hospital. 


CALIFORNIA 


Concord—Concord Hospital. 
Modesto—McPheeters Hospital. 
Pasadena—McCornack General Hospital. 
Pasadena—St. Luke’s Hospital. 

San Francisco—Letterman General Hos- 


pital. 

— Elizabeth’s Infant Hos- 
pita 

San Francisco—U. S. Marine Hospital. 

Santa Barbara—Santa Barbara General 
Hospital. 


COLORADO 


Denver—Fitzsimons General Hospital. 


DISTRICT OF COLUMBIA 


Washington D. C.—Freedmen’s Hospital. 

Washington D. C.—Office of the Surgeon 
General. 

Washington D. C.—Walter Reed General 
Hospital. 


FLORIDA 
Coral Gables—Pratt General Hospital. 


GEORGIA 


Augusta—Oliver General Hospital. 
Savannah—vU. S. Marine Hospital. 


IDAHO 
Blackfoot—State Hospital South. 


ILLINOIS 


Chicago—U. S. Marine Hospital. 
Mt. Vernon—Good Samaritan Hospital. 


INDIANA 


Evansville—U. S. Marine Hospital. 


IOWA 


Anamosa—Mercy Hospital. 


KENTUCKY 
Louisville—U. S. Marine Hospital. 
— S. Mary & Elizabeth Hospi- 
al, 
Louisville—State Tuberculosis Sanatorium 
(Hazelwood). 


LOUISIANA 
Carville—U. S. Marine Hospital. 
New Orleans—U. S. Marine Hospital. 
Opelousas—St. Landry Clinic. 


MAINE 
Portland—U. S.: Marine Hospital. 


MARYLAND 
Baltimore—U. S. Marine Hospital. 


MASSACHUSETTS 


Boston—U. S. Marine Hospital. 

— Island—Nantucket Cottage Hos- 
pita 

Vineyard Haven—U. S. Marine Hospital. 

Waltham—Murphy General Hospital. 


MICHIGAN 


Detroit—U. S. Marine Hospital. 
Ft. Custer—Percy Jones General Hospital. 


MISSISSIPPI 
Vicksburg—Vicksburg Infirmary. 


MISSOURI 


Bonne Terre—Bonne Terre Hospital Asso- 
ciation. 

Kirksville—Grim-Smith Hospital. 

Kirkwood—U. S. Marine Hospital. 

Monett—St. Vincent Hospital. 


NEW JERSEY 
Ft. Dix—Tilton General Hospital. 


NEW MEXICO 
Fort Stanton—U. S. Marine Hospital. 


NEW YORK 


Buffalo—U. S. Marine Hospital. 
Ellis Island—U. S. Marine Hospital. 
Staten Island—U. S. Marine Hospital. 


NORTH CAROLINA 


Charlotte—Good Samaritan Hospital. 
Gastonia—Gaston Memorial Hospital. 
Swananoa—Moore General Hospital. 


OHIO 


Apple Creek—Apple Creek State School. 
Athens—Athens State Hospital. 
Cleveland—Cleveland State Hospita!. 
Cleveland—U. S. Marine Hospital. 
Cincinnati—Longview State Hospital. 
Columbus—Columbus State Hospital. 
Columbus—Division of Mental Hygiene, 
Dept. of Public Welfare. 
Dayton—Dayton State Hospital. 
Gallipolis—Gallipolis State Institute. 
Macedonia—Hawthornden State Hospital. 
Mansfield—Richland County Tuberculosis 
Sanatorium. 
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Massillon—The Massillon State Hospital. 

Mount Vernon—Mount Vernon State Hos- 
pital. 

Newark—Licking County Tuberculosis 
Sanatorium. 

Orient—Orient State School. 

Tiffin—Tiffin State Hospital. 

Toledo—Toledo State Hospita 

Youngstown—Youngstown Retsving Hos- 


pital. 


PENNSYLVANIA 


Philadelphia—St. Luke’s and Children’s 
Medical Center. 

—. ee Memo- 
ria 

Phoenixville--Valley Forge General Hos- 


pital. 
Pittsburgh—U. S. Marine Hospital. 


TENNESSEE 
Memphis—U. S. Marine Hospital. 


TEXAS 


Columbus—Columbus Hospital. 
El Paso—Beaumont General Nospital. 
Ft. Sam Houston—Brooke General Hospi- 


tal. 
Galveston—U. S. Marine Hospital. 


VIRGINIA 
Norfolk—U. S. Marine Hospital. 


WASHINGTON 


Seattle—U. S. Marine Hospital. 
Tacoma—Madigan General Hospital. 


WEST VIRGINIA 


Charleston—Boiarsky Memorial Hospital. 
Colliers—Wells Organizations. 
Princeton—Mercer Memorial Hospital. 
Welch—Grace Hospital 


WISCONSIN 


Bayfield—Pureair Sanatori 
Lancaster—Doolittle- sang "Hospital. 


PUERTO RICO 


San Juan—Municipal Hospital. 
San Juan—vU. S. Marine Hospital. 


SYRIA 


Beirut, Lebanon—Hospital to be built and 
named later. 


PERSONAL MEMBERS 


Altman, Marvin H., Admin., Sparks Memo- 
rial Hospital, Fort Smith, Ark. 

Anderson, Mrs. Hannah W., Supt: of Nurs- 
ing School, Bismarck (N. Dak.) Hospital. 

Anderson, John J., Asst. Supt., Children’s 
Hospital of the D. C., Washington, oC. 

Barnhart, Ruth, Exec. Secy., Texas Hos- 
pital Assn. Inc., Dallas 1. 

Barnholdt, Effie M., Pur. Agent, St. Fran- 
cis Hospital, Evanston, Ill. 

Bechtol, Margaret S., Act. Su pt., Episcopal 
Paton Ear, a Throat Hospital, Wash- 
in 

Bennett, ten W., Asst. Admin., Worces- 
ter (Mass.) City Hospi tal. 

Black, E. Irene, Admin., Dearborn Indus- 
trial & General Hospital, Detroit. 

Brooks, Glidden L., Dir. of Pediatrics, 
Central Maine Gen. Hospital, Lewiston. 

Brunner, Liesel, Asst. Supt., Hubbard Hos- 
pital, Nashville, Tenn. 

Bushnell, Charles S., Exec. Off., Veterans 
Admin. Hospital, Dallas, Texas. 

Chase, Mrs. Ruth L., Dir. of Pers., Salem 
Hospital, North Weymouth, Mass. 

Clark, James Russell, Director, The Brook- 
lyn (N. Y.) Hospital. 

Clifford, Charles H., Compt. & Asst. Dir. 
The Brooklyn (N.Y.) Hospital. 

Cohen, Reuben, Acting Dir. Med. Admin., 
a Off. No. '2 Vet. Admin. New York 


y. 
Cook, Robert C., M.D., Deputy Med. Dir., 
Veterans Administration, Washington, 


D. C: 

Copeland, R. Ray, Supt., Memorial Hos- 
pital, St. Thomas, Ontario. 

Crosby, Paul T., Exec. Officer, Army & 
Navy Med. Proc. Offi., New York City. 

Crozier, Elmer L., The Baroness Erlanger 
Hospital, Chattanooga, Tenn. 

Fahnestock, Mrs. Harris, Vice Pres. Bd. of 
Trustees, Emerson Hosp., Concord, Mass. 
Fox, Clyde W., Admin., Tucson (Ariz.) 
Medical Center. 

Galloway, D. V., M.D., ss Com- 
mission on Hosp. Care, Jackson 

Genevieve, Sister, Supt. Pensacola (Fla.) 
1? 

Goss, J. mber Bd. of DE. Mary 
Fletcher MGiospital Burlington, Vt. 


Grotenrath, J. A., Dir. Med. Admin., Vet- 
erans Admin., Br. Off. No. 6, Columbus, 


Ohio. 
Hackney, Paul A., Supt., Kentucky Treat- 
ment Center, Lou ille. 

Hagen, Alice B., Asst. Supt., — 


General Hospital, Pan mag Sg 
Hartel, Marie ey West (Fla.) 


Municipal Hospital. 

Hartman, D. W., Supt., The Williamsport 
(Pa.) Hospital. 

Herbolsheimer, Henrietta, M.D., Chief 
Div. of Men & Child Hy 7. Dept. of 
Public Health, cmon 

Hilliard, Raymond M., Public vhia Dir., Tl. 
Pub. Aid Commission, ig ago. 

Hughes, H. G., Chief Hosp. Design Div., 
Dept. Nat’l. Health & elfare, Ottawa, 


Can. 

Hutchinson, Philip M., Exec. Officer, Vet- 
erans Admin. Br. No. 8, Minneapolis. 
Jennings, F. B., M.D., Trustee, Gifford 

Memorial Hospital, Randolp h, Vt. 
Johnson, Luther B., Truste, Gifford Me- 
morial Hospital, Randolph, t. 
Johnson, J. S., Dir. Medical Admin. Div., 
Veterans Admin. Br. No. 8, Minneapolis. 


Kulaja, Mary, R.N., Supt., Detroit (Mich.) 
Medical Hospital. 

Lowrance, W. W., Supt., The Tuomey Hos- 

pital, Sumter, S. Car 

Leen. Harold C., gupt.. University of Ne- 
braska Hospital, Omaha. 

McGinty, Jean Greear, Supt.-Admin., 
Albert County Hospital, Elberton, Ga. 
— John J. Jr., Act. Admin. Bus. 

Mgr., University Hospital, Columbia, Mo. 

Maria, Sister Dolorata, Supt., St. Joseph’s 

Hospital, Reading, Pa. 

Mary, Sister Martha, Supt., St. Elizabeth’s 
Hospital, Brighton, 

Middleton, Elizabeth’ a ORN., Supt., G. N. 
Wilcox Memorial Hospital, Lihue Kauai, 
Hawaii. 

Miner, Frances L., Bus. Offi. Mgr., Oneida 
(N. Y.) City Hospital. 

Nalon, Paul F., Dir., The Frank'in County 
Public Hospital, Greenfield, Mass. 

O’Connor, A. C., Admin., Newark (Ohio) 
Hospital Rasgciaer- 

Owens, Ellen J., R.N., Supt., Mary Wash- 

ington Hospital, Fredericksburg, Va. 


Patrick, Roy L., Pres. Bd. of — Mary 
Fletcher Hospital, Burlington, V 

Perez, Julie A., Gen. Hosp. el Div. 
of Insular Hosp., Dept. of Health, San- 
turce, Puerto Rico. 

Piper, Ralph C., Treas. & Dir., Emerson 
Hospital, Concord, Mass. 

Plack, Carl R., Inst. Chaplaincy Consult- 
ant, Nat'l. Lutheran Council, Div. of 
Weifare, Huntington, W. Va. 

Poehler, Josephine A. Supt., Sheltering 
Arms, Minneapolis. 

Quimby. Guinevere, Supt.. Cable Memo- 
rial Hospital, Ipswich, Mass. 

Reid, Homer A., Comptroller, Menorah 
Hospital, Kansas City, Mo. 

Rice, H. E., Bus. Mgr. & Treas., New Eng- 
land San. & Hospital, Stoneham, Mass 

Rogers, Lilla L., Supt. Gifford Memorial 
Hospital, Randolph, Ve. 

Schneidenbach, Oscar, Commdr., American 
Red Cross, Bronx, New York. 

Schulman, Stanley R., Admin. Resident, 
Beth Israel Hospital, Boston 

Schwartz, Herbert F., M.D., ‘Supt., Pine 
Crest San., wie Center, N.Y. 

Shaw, Mrs. Walter K. Jr., Dir., Emerson 
Hospital, oe Mass. 

Shepardson, Vice Pres. Bd. of Dir., 
Mary Hetcher " Hospital Burlington, vt. 

Simon, David L., , Pres. of Med. Staff, 
Butler (Pa.) ete Mem. Hospital. 

Steinberg, Martin R., .D., Asst. Dir., 
Mount Sinai Hospital, New "York City 

Strunk, William L., Exec. Officer, Veterans 
Admin. Hospital, Minneapolis. 

Turner, Ethel A., Asst. Dir., Lowell (Mass.) 
General Hospital. 

Turner, William K., Asst. Supt. & Bus. 
Mer., The Truesdale Hospital, Inc., Fall 
River, Mass. 

Verrazzani, Steno J., Household & Prop- 
erty Dir., Conemaugh Valley Mem. 
Hosp., Johnstown, Pa. 

Walton, William C., Admin., Louisville 
(Ky.) General Hospital. 

Webb, Vincent C., Secy. & Mgr., Lodi 
(Caulf.) Memorial Hospital. 

Whalen, John J., M.D., Supt., Wyoming 
State Hospital, Evanston. 

Wietrakis, G. A., M.D., Med. Dir., Dept. 
of Public _ Welfare, Chicago. 

Wilber, E. Exec., Medical Admin. Ser., 
Veterans "haan Br. Offi. No. 8, Min- 
neapolis. 

Wilson, A. Elizabeth, Supt., Porter Hospi- 
tal, Middlebu Whe 

Wilson, D3. ED: Asst. Dir., Commis- 
sion on Hospital Care, Chicago. 








STATEMENT OF THE OWN- 
ERSHIP, MANAGEMENT, CIR- 
CULATION, ETC., REQUIRED 
BY THE ACTS OF CONGRESS 
OF AUGUST 24, 1912, AND 
MARCH 3, 1933 


Of HOSPITALS—The Journal of the 
American Hospital Association, pub- 
lished monthly at Chicago, Illinois, for 
October 1, 1946. 


State of goed, 
County of Cook 


Before me, a Notary Public in and for the 
State and county aforesaid, personally appeared 
John G. Williams, who, having been duly sworn 
according to law, deposes and says that he is the 
Business Manager of HOSPITALS, and that the 
following is, to the best of his knowledge and 
belief, a true statement of the ownership, man- 
agement (and if a daily paper, the circulation), 
etc., of the aforesaid publication for the date 
shown in the above caption, required by the 
Act of August 24, 1912, as amended by the 
Act of March 3, 1933, embodied in section 537, 
Postal Laws and Regulations, printed on the 
reverse of this form, to wit: 


1. That the names and addresses of the pub- 
lisher, editor, managing editor, and business 
managers are: 


Publisher: American Hospital Association, 18 
East Division Street, Chicago 10, Ill. 


Editor: George Bugbee, 18 East Division St., 
Chicago 10, IIl. 


Managing Editor: John M. Storm, 18 East 
Division St., Chicago 10, Ill. 


Business Manager: John G. Williams, 18 East 
Division St., Chicago 10, Ill. 


2. That the owner is: (If owned by a corpo- 
ration, its name and address must be stated and 
also immediately thereunder the names and ad- 
dresses of stockholders owning or holding one 
per cent or more of total amount of stock. If not 
owned by a corporation, the names and addresses 
of the individual owners must be given. If owned 
by a firm, company, or other unincorporated 
concern, its name and address, as well as those 
of each individual member, must be given.) 


American Hospital Association, Inc., 18 East 
Division St., Chicago 10, Ill. 


Peter D. Ward, M.D., Charles T. Miller Hos- 
pital, St. Paul 2, Minnesota (Pres.) 


Harley A. Haynes, M.D., 2 Geddes Heights, 
Ann Arbor, Michigan (Treas.) 


George Bugbee, 18 East Division St., Chi- 
cago 10, Illinois (Exec.-Dir.) 


3. That the known bondholders, gag 
and other security holders owning or holding 1 
per cent or more of total amount of bonds, 
mortgages, or ae securities are: (If there are 
none, so state.) NONE. 


4. That the two a next above, giv- 
ing the names of the owners, stockholders, and 
security holders, if any, contain not only the list 
of stockholders and security holders as they ap- 
pear upon the books of the company but also, in 
cases where the stockholder or security holder 
appears upon the books of the company as 
trustee or in any other fiduciary relation, the 
name of the person or corporation for whom 
such trustee is acting, is given; also that the 
said two paragraphs contain statements embrac- 
ing affiant’s full knowledge and belief as to the 
circumstances and conditions under which stock- 
holders and security holders who do not appear 
upon the books of the company as trustees, hold 
stock and securities in a capacity other than 
that of a bona fide owner; and this affiant has 
no reason to believe that any other person, 
association, or corporation has any interest 
direct or indirect in the said stock, bonds, or 
other securities than as so stated by him. 


5. That the average number of copies of 
each issue of this publication sold or distributed, 
through the mails or otherwise, to paid sub- 
scribers during the twelve months ey 2 the 
date shown above is (This infor- 
mation is required from daily publications only.) 


JOHN G. WILLIAMS, 
Business Manager. 


Sworn to and subscribed before me this 24th 
day of September, 1946. 


[SEAL] BEULAH DEEKEN, 
Notary Public. 


(My commission expires February 15, 1950.) 
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Dr. CHRISTOPHER G. PARNALL, medical 
director of the Rochester (N. Y.) General 
Hospital from 1924 to 1945, has returned 
to Ann Arbor, Michigan to establish a 
hospital consultant’s office located at 313 
First National Bank Building. 

Dr. Parnall, a graduate of the University 
of Michigan medical school, served as pro- 
fessor of administrative practice at the 
university from 1915 to 1918. With Albert 
Kahn, the architect, he planned University 
Hospital -and served as its director from 
1918 to 1924. 


DorotHy V. WHEELER o1 October 1 took 
office as director of nursing service in the 
Veterans Adminis- 
tration Department 
of Medicine and 
Surgery. At the 
time of her appoint- 
ment to VA, Miss 
Wheeler was execu- 
tive secretary of the 
New York City 
Nursing Council. 

She was consultant 

in the National 

Nursing Council 

from January to 

June 1945 and also nurse consultant in the 
U. S. Employment Service from August 
to December 1945. She held the latter posi- 
tion concurrently with her position with 
the New York group. She is a member of 
the American Nurses’ Association, the Na- 
tional League of Nursing Education, and 
the National Organization of Public 
Health Nursing. 

Miss Wheeler succeeded Gwen H. AN- 
DREW, acting director since the department 
was established under Dr. Paul R. Haw- 
ley, chief medical director. Miss Andrew 
resigned to become chief nurse at the Vet- 
erans Administration Hospital at Wads- 
worth, Kansas. 


Oxiver H. BartTINE, superintendent of 
the Bridgeport (Conn.) Hospital for the 
last 16 years, has submitted his resigna- 
tion effective January 1. Mr. Bartine, an 
active life member of the American Hos- 
pital Association since 1907, plans to take 
a much needed rest at his home in West- 
port. 

Mr. Bartine was deputy superintendent 
of the New York City Children’s Hospital 
and Schools from 1ig01 to 1905; he was 
superintendent of the Hospital for the 
Ruptured and Crippled in New York from 
1905 to 1916; and was superintendent of 
the Flower Hospital, New York City, dur- 
ing 1917; thereafter until 1923 he served 
as hospital consultant, advising several 
hospitals on administration planning and 
equipment. From 1923 to 1928 he was 
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superintendent of the Hospital for Joint 
Diseases, New York City; and from 1928 
until the time he assumed the Bridgeport 
position he was again engaged in prac- 
tice as a hospital consultant. 

Mr. Bartine is a charter fellow of the 
American College of Hospital Administra- 
tors; an active life member and past presi- 
dent of the Connecticut Hospital Associa- 
tion, and a member of the New England 
Hospital Assembly. 


James A. HAMILTON, hospital consultant 
of New Haven, Conn., is the director of 
the course in hospital administration that 
began October 1 at the University of 
Minnesota. JAMES W. STEPHAN, director of 
Altman Hospital, Canton, Ohio, is assist- 
ant director of the course. 

Mr. Hamilton, former director of the 
New Haven Hospital and a past president 
of the American Hospital Association, will 
serve as director on a part time basis. 

Mr. Stephan, who has been director of 
the Altman Hospital for four years, will 
resign on January 1 to become associate 
professor, Department of Public Health, 
Division of Medical Sciences, University of 
Minnesota at Minneapolis. 


ARTHUR G. TURNER became director of 
the Woodland (Calif.) Clinic Hospital on 
September 11. He 
has had_ seventeen 
years’ experience in 
the hospital field 
and has held vari- 
ous positions at the 
Cincinnati (Ohio) 

General Hospital, 
the last being that 
of business man- 
ager. He served in 
the United States 
Navy Bureau of 
Supplies and Ac- 
counts during World War IT and was re- 
leased to inactive duty with the rank of 
lieutenant in April 1946. Mr. Turner suc. 
ceeded J. Dickson STEPHENS who retired 
after 14 years of faithful service to the 
Woodland Clinic Hospital and to the 
Woodland community. LEAH M. MILLER 
is assistant director. 


MARGARET Bower has assumed her du- 
ties as assistant administrater of the Butler 
County (Pa.) Memorial Hospital. Miss 
Bower, who has been in hospital adminis- 
trative work for the past 12 years, served 
with the Army Nurse Corps during World 
War II and was discharged in December 
1945. She is a member of the Pennsylvania 
Hospital Association and a nominee of the 
American College of Hospital Adminis- 
trators. 


Dr. M. H. KREGER, assistant director of 
the Mount Sinai Hospital, New York City, 
since 1940, has been 
appointed director 
of the Michael 
Reese Hospital, Chi- 
cago. Dr. Kreeger 
will succeed Dr. 

Herman Smith, who 

retired to enter field 

of consultation in 

hospital building 

and administration. 

Dr. Kreeger, a mem- 

ber of the American 

Hospital Associa- 

tion, entered general practice in Bloom 
field, N. J., in 1937 and served his resi- 
dency in medicine at the Private Pavilion 
of Mount Sinai Hospital, New York City, 
in 1939-1940. 


Dr. RANDOLPH LEE CLARK, recently dis- 
charged lieutenant colonel in the Army 
Air Forces Medical Corps, has assumed 
his duties as the new director of the M. D. 
Anderson Hospital for Cancer Research, 
Houston, state hospital under the Uni- 
versity of Texas. 

Dr. E. W. Bertner, whe accepted the 
position of acting director of the hospital 
on a temporary basis at its inception in 
1941, has resigned to devote all his time 
to the duties of president of the Texas 
Medical Center, of which the Anderson 
Hospital is an important part. 

Dr. Clark served his internship at Gar- 
field Memorial Hospital, Washington, 
D. C., and the American Hospital in 
Paris, where he was chief resident. He 
did graduate work at the University of 
Paris and is a fellow of the May Institute. 
After entering the A.A.F. Medical Corps 
in 1942, he organized the Department of 
Experimental Surgery at the Aero Medical 
Laboratory at Wright Field and later was 
director of the department of surgery at 
Randolph Field, San Antonio. 


Harry Hartcu, superintendent of North- 
west Texas Hospital, Amarillo, for the last 
13 years, has resigned effective November 
1, to enter private business. He will be 
associated with Hatch and Hunter, Inc., a 
wholesale medical, surgical and _ hospital 
supply company of Amarillo. 


Dr. HerMAN FE. Hittrsoe has been ap- 
pointed assistant chief, Bureau of State 
Services, United States Public Health Serv- 
ice, by Dr. Thomas Parran, surgeon gen- 
eral. In addition to his duties as chief of 
the tuberculosis control division of the 
United States Public Health Service, Dr. 
Hilleboe will have primary responsibility 
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They may argue about politics or per- complete accord. Yes, all three agree on 
sonalities, but on the subject of soap for C.P.P.! They know from experience that 
patient care—hospital superintendents, | Colgate-Palmolive-Peet has a soap to 
purchasing agents and nurses, too, are in _ fit every need — to please every patient. 
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Call in your local C.P.P. representative and ask him to quote you 


prices on the sizes and quantities you need, or write direct to: 


COLGATE-PALMOLIVE-PEET COMPANY 


ee ° ATLANTA 3, GA. . CHICAGO 11, ILL. e MILWAUKEE 4, WISC. a KANSAS CITY 3, KANS. ° BERKELEY 2, CALIF. 
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to act for the chief of the Bureau of State 
Services in supervising and giving general 
direction to the administration of the 
Hospital Survey and Construction Act, 
now Public Law 725. 


Joun L. SunpBERG is the new adminis- 
trator of the Dalles General Hospital, 
The Dalles, Oregon, succeeding Cassi 
Homes who assumed other duties in the 
hospital. Mr. Sundberg was purchasing 
agent of the Emanuel Hospital, Portland, 
Ore., prior to and following four and a 
half years’ service in the United States 
Army, 41 months of which were spent in 
the Pacific as a medical administrative 
corps officer. His last assignment in the 


service was executive officer of the 165th 
Station Hospital in the Philippines with 
the rank of lieutenant colonel. 

Mrs. Eprru A. MEvTz, formerly obstetrical 
supervisor of the Dalles (Ore.) General 
Hospital, is now director of nurses of that 
hospital. 


Hazet A. GorF has been appointed di- 
rector of nurses of the James Walker Me- 
morial Hospital, Wilmington, N. C. Miss 
Goff has had a distinguished career both 
in this country and abroad; she was di- 
rector of nursing of the Blodgett Memorial 
Hospital, Grand Rapids, Mich., and the 
Allegheny General Hospital, Pittsburgh, 
Pa.; field director for the Rockefeller 





Safeguarded constantly by scien- 
tific tests, Coca-Cola is famous for 
its purity and wholesomeness. It's 
famous, too, for the thrill of its taste 
and for the happy after-sense of 
complete refreshment it always 
brings. Get a Coca-Cola, and get 


the feel of refreshment. 
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Foundation in Europe, and also served as 
director of nursing of St. Luke’s Hospital, 
Cleveland. For the past year she has been 
doing a special nursing job for the Rocke- 
feller Foundation at the Portuguese Min- 
istry of Education in Portugal. 


PAUL MEYER Jr., recently resigned as as- 
sistant director and comptroller of Monte- 
fiore Hospital, Pitts- 
burgh, Pa., to be- 
come administrator 
of the Citizens’ Gen- 
eral Hospital, New 
Kepsington, Pa. Mr. 
Meyer, who is a 
member of the 
American Hospital . 
Association, had 
been in training in 
hospital administra- 
tion at the Monte- 
fiore Hospital for the last three years. 
Mr. Meyer succeeded Lioyp C. FRENCH, 
who resigned to accept the position of 
administrator of Knickerbocker Hospital, 
New York City. 





HERBERT G. WILLIs, former superintend- 
ent of the Corning (N. Y.) General Hos- 
pital, has been appointed to fill the new 
position of business assistant of the Roch- 
ester (N. Y.) General Hospital. He will 
have general supervision of non-profes- 
sional departments in the hospital. 


Frep T. LoAsE assumed his duties as 
assistant superintendent of the Tampa 
(Fla.) Municipal Hospital on September 
16. Mr. Loase previously served as ad- 
ministrative intern of Lenox Hill Hospital, 
New York City; assistant comptroller of 
St. Luke’s Hospital, New York City; and 
comptroller and administrative assistant 
of White Plains (N. Y.) Hospital. 


SHANNAH MAcFapben, superintendent of 
the Leominster (Mass.) Hospital for the 
past 25 years, was recently presented with 
a $2,500 government bond in apprecia- 
tion of her faithful service to the hospital. 


Joun F. Crane, assistant director of 
Montefiore Hospital, New York City, since 
1943, assumed his new duties as director 
of the Paterson (N. J.) General Hospital 
on November 1. During 1941 and 1942 he 
was administrator of American Hospital 
in Britain, at Oxford, England, and from 
1938 to 1941 he was administrator of 
Physicians Hospital, New York City. Mr. 
Crane is a nominee of the American Col- 
lege of Hospital Administrators, and a 
member of the American ‘Hospital Asso- 
ciation. 


Dr. Lionet S. Auster, recently pro- 
moted to the rank of attending surgeon 
at the Bronx (N. Y.) Hospital, has been 
named head of the newly organized tumor 
service at that institution. The new serv 
ice is replacing the former tumor clinic 
and conference unit which Dr. Auster 


HOSPITALS 








THE NEW 





PATIENTS-PHONE SYSTEM 


This newest unit in our line of hospital signalling 
systems is now in production, and is ready for prompt 
delivery at a mouerate price. 

Here is a voice communicating system between 
patient and nurse. Used in conjunction with our reg- 
ular nurses call system, it will save countless steps 
and time because it permits the patient to tell the 
nurse of the need before a trip to the room is made. 


Write for full information today. 35 


THE STANDARD 
ELECTRIC TIME CO. 


Founded 1884. 
SPRINGFIELD 2, MASSACHUSETTS 














The 1946 Edition 
AMERICAN HOSPITAL DIRECTORY 


Is now available for non-member hospi- 
tals, public health organizations, and dealers 
of hospital supplies and equipment. 


This 700-page volume contains the individ- 
ual listings of ever 6,500 hospitals in the 
United States and Canada with detailed oper- 
ating statistics for the year 1945 and lists of 
administrative and departmental personnel 


correct to March 1, 1946. 


Prices are as follows: 


Additional copies to institutional members $7.50 each 
Personal members $7.50 each 
Non-member hospitals, architects, public health 

organizations $10.00 each 
Commercial firms which are both convention 

exhibitors and advertisers in HOSPITALS $10.00 each 
Commercial firms which are either convention 

exhibitors or advertisers in HOSPITALS $15.00 each 
All other commercial firms $25.00 each 


There is no discount for quantity purchase and use is re- 
stricted to the purchaser's own organization. 


AMERICAN HOSPITAL ASSOCIATION 
18 Kast Division St. Chicago, 10 
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AIRFOAM MATTRESS 


Made of Latex 


@ ODORLESS * PUSTPROOF * 
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© GERM, MOTH AND VERMIN PROOF 
e CAN BE WASHED AND DISINFECTED 


Made of Latex honeycombed with 
minute interconnected air cells which 
gives it great buoyance, which sponge 
rubber does not have. Temperature 
and humidity have no effect on Air- 
toam. Selt-ventilating action continu- 
ally airs it and re absorption of 
eB perspiration and moisture 
\ x Ideal for Gatch Beds. 
mf * Can be adjusted to any 
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® EASILY WASHED 


Water and moisture proof. 
Keeps pillow spotless and 
affords complete  protec- 
tion to Allergy Sufferers. 
Resistant to dust, heat and 
tearing and is not affected 
by oils, acids, blood. fruit, 
etc. 
No. MASOI ~- 4 
S'ze 18''x27" 
$7.25 Each 
$7.00 Ea. Lots of 24 
F.O.B. N.Y.City ng 













DURALUMINUM ARM CHAIR 


Stronger than steel... 
lighter than wood. 





















Rust - proof and_ chip - proof. 
There is no plating to crack 
or peel. Wiping wits a damp 
cloth is all that is ever nceccs- 
sary. Padded cotton linter seat 
_and back ~~ in tough, 
long wearing Du Pont ‘'Fabri- 
koid" Bolted construction 
f throughout, and has easy slid- 
i ing glides. Seat; 20" x 19". 

Back: 19°" x 16" Height: 33". 


i Upholstery colors, Red or 
i Green. 

No. MA8I20 ‘ 
$16.50 Each 
$16.00 Ea. Dozen Lots 
F.0.B. N.Y.City 
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headed prior to his entrance into naval 
service in 1941, operations of which were 
suspended during the war years. The new 
department provides comprehensive diag- 
nostic, teaching and treatment service for 
both ambulant and inpatient oncologic 
cases, 


EmMA A. Mortimer, administrator of 
Clinton (Mass.) Hospital has retired from 
active service. WALTER H. MENDE has suc- 
ceeded Miss Mortimer as administrator, 
and he advises that their program to con- 
struct a new main hospits! building and 
to enlarge and modernize the boiler plant 
and laundry, is progressing satisfactorily. 


DoroTHEA W. RIcE resigned as super- 
intendent of the Marlboro (Mass.) Hos- 
pital to become head of the Elliot Com- 
munity Hospital, Keene, N. H. Miss Rice 
succeeded MABEL Parsons who resigned 
to accept the superintendency of the 
J. M. and Mary E. Hunt Heme at Nashua, 
Nok: 


Nancy ASPINALL will succeed HERBERT 
C. AppiscoTr as superintendent of Shore 
Memorial Hospital, Somers Point, N. J., 
next January 1. Mr. Addiscott, who has 
headed the institution since 1931, plans 
to retire. 

Miss Aspinall, who has been associated 
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Modern Biological Laboratory 


SHELDON’S long, continuous, and suc 
cessful laboratory experience; efficient 
planning service, and unsurpassed pro- 
duction facilities combine to provide 
the utmost in utility and economy in 
Hospital Equipment. Let our Engineers 
help you plan your Central Supply, 
Sterilizing Rooms, Nurses’ Stations, 
Film Processing Rooms, Pharmacies, 
Laboratories, and other adjunct service 
areas. Also Nurses’ Training Science 
and Dietetics Laboratories. 


Write for SHELDON’'S 
new catalog of Hospital 
Fixed Equipment — a 
catalog showing com- 
plete Hospital Equip- 
ment and plans for funce 
tional rooms. 


i, BR SHELDON & COMPANY 


MUSKEGON, MICHIGAN 
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with the hospital since January 1934 as an 
assistant to the superintendent, was made 
assistant superintendent in 1940. 


C. F. FIevdeNn Jr., who had been serving 
as administrator of the City and County 
Hospital, Gulfport, Miss., assumed his new 
duties as superintendent cf the new Bap- 
tist Hospital for Southeast Texas, Beau- 
mont, Texas, on October 1. Mr. Fielden, 
who was drafted into military service as a 
private and served as administrative pro- 
cedures and control officer for West Coast 
military installations, was discharged as a 
major early this year. 


SARAH M. ANDERSON, veteran of three 
years overseas Red Cross service, was ap- 
pointed Red Cross field director of the 
Oakland (Calif.) Veterans’ Administration 
Hospital. She will be in charge of Red 
Cross services in the hospital, the distribu- 
tion of supplies and coordination of volun- 
teer and professional groups serving the 
hospital. 


SipNEY Liswoop assumed his new duties 
June 1 as assistant director of Beth Israel 
Boston, Mass. Mr. Liswood 
served in the Medical Administrative 
Corps for three and a half years, two and 
a half of which were spent in the European 
theater of operations. 


Marion E. SAWTELLE, who has served as 
acting superintendent of the Binghamton 
City (N. Y.) Hospital since 1945, has been 
appointed superintendent of that institu- 
tion. 


GERHARD HARrMAN, superintendent of 
University of Iowa Hospitals, Iowa City, 
and ALLOys BRANTON, administrator of 
Three Rivers (Mich.) Hospital, have been 
appointed president and _ secretary-treas- 
urer, respectively, of the Alumni of the 
University of Chicago Hospital Administra- 
tion Course. 


MyrTLE HAaAGeN is superintendent of 
nurses of St. Luke’s Hospital, Spokane, 
Wash., succeeding ROWENNA B. Fritcute, 
R.N., who has enrolled at the University 
of Washington School of Nursing. Miss 
Hagen, who served for more than three 
years in the Army Nurse Corps and was 
retired as a captain, eained eight battle 
stars. 





Mrs. Grace C. WALKER, executive house- 
keeper of the Florida State Sanatorium at 
Orlando since 1937, has Leen appointed 
executive housekeeper of the James Walker 
Memorial Hospital, Wilmington, N. C. 
Mrs. Walker succeeds Mrs. MABEL RAN- 
DOLPH, who resigned. 


Myre Harmon, night supervisor, and 
Mrs. SARAH ‘THOMAs, in charge of linen 
and sewing departments of the Little 
Traverse Hospital, Petoskey, Mich., were 
each presented with a $100 savings bond 
in recognition of their 25 years of service. 


HOSPITALS 















— 
ca 
—_ 
eo) 
~n 






ow 
MERA 


i+ 


| 4 i | RB 
-. 49 Mess MP BR Bs 
aay (aa) Wel inl aan 


+4 ME ~4 ts | i 
{PH Be 
| itsnt ism 


NR MARE ESTE Ce 


aa 


iss 








STANDARD Jeadéle C0. 


628 SYCAMORE ST. * CINCINNATI 2, OHIO 
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get ready for the New Year 


See that your case 
Histories are stored 


efficiently 


It is highly impor- 
tant to be able to 
find each chart eas- 
ily—no matter how 
old it is. If your 
files are in bad 
shape, not easy to 
get at and not prop- 
erly filed . . . you 
are losing valuable 
time. 









The answer is simple—order the quantity 
you need of 


No. 1002 Case History Storage Files 


Used by hundreds of hospitals to keep their charts in apple-pie order. 
They are made of durable stock, yet LIGHT WEIGHT—easily handled by 
the records librarian or her assistants. ECONOMICAL .. . cost less than 
half a cent per chart for storage. 

No. 1002—SIZE 934 in. high, 7 in. wide and 125 in. deep. Each file 
pice! = at least 60 average charts, 81x11, enclosed in filing envelopes 
or folders. 


WRITE FOR INFORMATION AND PRICES iebhas 
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STANDARDIZED 


Physicians’ Record Co. 
The Largest Publishers of FORM 

Hospital and Medical eal a 

161 W. Harrison St. Chicago 5, fll. 
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Richter 
Electric Heated 
Infant Bassinet 


“A must for every delivery room” 


Authorities agree that every new-born infant, premature 
or normal, is benefitted by being placed in a safe, heat- 
controlled bassinet. 

This new Richter Electric Heated Bassinet is of select 
steel construction. Removable, slatted mattress support 
may be tilted for drainage. Surrounding metal shield, open 
at top and bottom, is removable. 

Controlled warmth is provided by two special carbon- 
heater lamps; Bassinet is equipped with pilot light and 
three-way switch for high, low or medium heat. Mounted 
on 2” diameter, ball-bearing swivel casters. 

No. 218 Richter Electric Heated Infant Bassinet. 
Enameled Steel Construction, any color finish... $74.00 


No. 217 Richter Electric Heated Infant Bassinet 





All-Stainless Steel Construction. fess $145.00 
No. 215 Cotton-Felt Mattress to fit..... ree $5.00 
No. 216 Foam Latex Mattress to fit........... $8.00 


P. S. Are you receiving our Bulletins “Anchor Lines ‘’? 


HOSPITAL EQUIPMENT CORPORATION 
95 Madison Avenue, New York City 
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You'll find 


WILLIAMS’ 
TRAINING SCHOOL OUTEITS 


individually tailored to YOUR 
School's Specifications 
SMARTER 
BETTER FITTING 
LONGER WEARING 


Why not write today for details? 
® 


ATTRACTIVE 
UNIFORMS and CAPES 
of finest materials and workmanship 





C. D. WILLIAMS & COMPANY H-1146 
246 So. 11th St., Philadelphia 7, Pa. 
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Car R. ParrisH has assumed his duties 
as administrator of the new Martinsville 
(Va.) General Hospital. Mr. Parrish was 
formerly on the staff of the Hospital Divi- 
sion of the Medical College of Virginia. 
He attended the program in hospital ad- 
ministration at Northwestern University, 
Chicago, where he is a member of the 
Hospital Club. 


SIDNEY M. BERGMAN, director of the 
Montefiore Hospital, Pittsburgh, Pa., was 
appointed by the University of Pittsburgh 
to serve as a special lecturer on hospital 
administration. 


Dr. Howarp L, PRINCE, after many years 
of outstanding service, recently requested 
release from his duties as chief of the sur- 
gical service of Rochester (N. Y.) General 
Hospital. DR. WALTER A. FENSTERMACHER 
was appointed to succeed Dr. Prince, and 
Dr. DonALD C. HoucHTON was appointed 
associate chief. 


RALPH CuNDIFF, formerly purchasing 
agent for Lake County, Ill., is now direc- 
tor of the central purchasing office for the 
Sisters of Charity, Washington, D. C. He 
will have charge of all purchasing for the 
go hospitals from Pensacola to Detroit. 








STERIL-SIL 


Gor 
Dlatware 


@ It is amazing how completely and 
satisfactorily the Steril-Sil System an- 
swers the flatware washing problem. 


@ It is the first major innovation in 
improved hygienic food service since 
the advent of the dish washing ma- 
chine. 


@ When used with any standard 
washing powder it automatically de- 
tarnishes and keeps flatware always 
sparkling. 


@ All parts of eating portion of the 
flatware are exposed during washing, 
these getting the full benefit of the 
rinsing and sterilizing action of the 
wash water. 


@."Tumbling" action assures low 
bacteria count—no hand touches the 
eating portion of the utensil after it 
leaves the washing machine. 


@ Eliminates streaks and wash water 
spots. Flatware dries quickly in up- 
right position. 


@ Time saving — Labor saving — 
Quicker drying — Spot free — Auto- 
matic detarnishing. 





Complete i t ii i 


and durable. Send for deserip- 
tive folder giving full particulars. 


STANLEY SUPPLY C0. 


Hospital Supplies and Equipment 
121-123 E. 24th St., New York 10, N. Y. 


BRANCHES: 
Columbia 24, S. C. Indianapolis 4, Ind. 


WILLIAM J. LESTRANGE, formerly super- 
intendent of Fitkin Memorial Hospital, 
Neptune, N. J., is administrator of Park- 
view Hospital, Pueblo, Colo. 


Mary BRAMMER is the new superintend- 
ent of Bluffton (Ind.) Clinic Hospital. 


Deaths 


Dr. BENJAMIN A. WILKEs, former super- 
intendent of Missouri Baptist Hospital, 
St. Louis, Mo., and a pioneer in hospital 
management, died at his home in Holly- 
wood, Calif., on September 18. 

Dr. Wilkes, who served as head of the 
Missouri Baptist Hospital from 1896 to 
1goo and from 1920 to 1930, was active in 
the organization of hospital associations. 
He left St. Louis in 19s0 to head the 


.Hollywood (Calif.) Hospital, from which 


he retired in 1933. 


Marion C. FUussFit, an active personal 
member of the American Hospital Asso- 
ciation since 1933, died September 17 after 
a brief illness. For many years she was a 
supervisor of public health in the Rox- 
bury district of Boston; she was assistant 
superintendent of the New England Bap- 
tist Hospital for six years; superintendent 
of Community Memorial Hospital, Ayer, 
Mass., for two years, and from 1932 until 
her retirement in June of this year was 
superintendent of the Winthrop (Mass.) 
Community Hospital. 





H.W.BAKER [LINEN Co. 


OLDEST AND LARGEST ORGANI- 
ZATION OF ITS KIND IN THE U.S. 


Established 1892 











EDGAR MARTIN 


Member American Institute of Architects, 
American Society of Civil Engineers and 
American Hospital Association. 
Available for Consultation and Associate 
Services 


26 East Huron Street Chicago 














F. T. Muncie & Company 
Accountants and Auditors 
333 NORTH MICHIGAN AVENUE 
CHICAGO |, ILLINOIS 


Consultants to Hospitals, Having an 

Intimate Understanding of Hospital 

Problems Developed From Many Years 

of Active Experience in Matters of 

Accounting, Organization, Manage- 

ment, Auditing, Budgetary Proced- 
ures, Costs and Systems. 
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